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ABSTRACT 
There is a wealth of literature describing the complex phenomenon of aggression and 
its individual, family, and societal impact. As aggression is typically first displayed in 
childhood, there is a vital need for early intervention with these children. As childhood 
aggression represents a large number of the children referred to mental health agencies for 
treatment and the parents typically identify the problem, it is essential that interventions are a 
collaborative effort between children and their caregivers. Group therapy is often used as a 
method of intervention with this population but, typically, isolates the child from the family 
context. Considering the magnitude of aggression and its impact on families, there is a need 
to explore innovative interventions that include the entire family. This project report 
describes one such intervention- a Multi-Family Anger Management Group. The unique 
process of a multi-family therapy group designed to control anger and reduce aggression in 
families is examined within the context of a case study. The group itself was delivered using 
a solution-focused approach. A review of the literature relating to childhood aggression, 
solution-focused therapy, group work and multi-family group therapy is presented. A critical 
analysis identified and examined several themes including the development of trust, family 
collaboration to construct solutions, and the impact of solution-focused strategies. The 
analysis suggests that the Multi-Family Anger Management Group is a creative and effective 
intervention for reducing aggression within families. 
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CHAPTER ONE 
Laying the Foundation 
Introduction 
Aggressive behaviour displayed by children is a complex phenomenon that has far-
reaching effects: it impacts on peer relationships, school performance, family relations and 
communication. As evidenced in the literature, and in the statistical data generated in my 
workplace, aggression and anger in children represent a high number of referrals to 
outpatient mental health agencies. In fact, the most common reason for referral to children's 
mental health or counselling services is for aggressive or antisocial behaviour (Spitzer, 
Webster-Stratton, & Hollinsworth, 1991) but successful participation of this client population 
in therapy is often minimal (McKay & Gonzales, 1999). 
Aggressive behaviour and its associated problems are not only chronic but much of 
the research argues that the behaviour is transmitted across generations. Several studies (e.g. , 
Davies & Cummings, 1994; Fauber & Long, 1991; Rutter, 2003; Wolfe, Crooks, Lee, 
Mcintyre-Smith, & Jaffe, 2003) have hypothesized that intrafamily aggression produces 
harmful and negative effects in children due to the disruption of parenting that occurs within 
these families. In terms of the literature, as well as in terms of my clinical experience, 
treatment of aggressive behaviour is often delivered with only the children present, or solely 
with the parent(s) of those children. Rarely is the family dealt with as a unit. In addition, 
treatment offered to these families is typically problem focused and does little to address the 
inherent strengths within individuals and within families . It was this gap in treatment that led 
to the development and implementation of the Family Anger Management Group on which 
this report is based. 
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This project presents a case study of a multi-family therapy group, which was created 
to address the expression of anger and aggression within families. The central question asked 
by the study was: How does a solution-focused multi-family therapy group work to facilitate 
the decrease of aggressive behaviour within families? The roles of individuals and families 
within the group were considered, but for the purposes of this project the group itself was the 
case. 
I anticipate this research will be potentially valuable for several reasons. Firstly, this 
project should be clinically useful and of special interest to mental health clinicians, as it will 
provide group work practitioners with an alternative to traditional groups that typically 
isolate the child or the parent, and are problem-focused rather than solution-focused. 
Secondly, this research project will provide clinical social workers an opportunity to expand 
their knowledge base in regard to childhood aggression, and aggression within families, and 
then apply this knowledge within the context of their practice. It is hoped that the clinicians 
will recognize facets of this study that connect with their own clinical experience and then 
allow for the possibility of incorporating this approach into their repertoire. Thirdly, because 
this research will be written from the perspective of the researcher in the practice-context, it 
will provide support for the use of a Multi-Family Therapy Group (MFTG) intervention and 
will, hopefully, lead to an increase in the MFTG' s implementation with other clinical 
populations. Finally, this project will provide me with an invaluable opportunity to evaluate 
my clinical practice with the Family Anger Management Group and the use of a solution-
focused approach. By extension, this will allow me to improve the services offered to the 
people with whom I work. 
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My Standpoint 
Undertaking this project is the culmination of my years working with children and 
youth. It entails the joining of that experience with my evolving theoretical and philosophical 
perspective. Over time, I have seen my work shift away from an individual treatment focus 
to one that works from family, group, and societal standpoints which are based on different 
theoretical assumptions. These changing assumptions included a strong belief in the inherent 
capacities and strengths of people to identify solutions within their own lives and a belief in 
the power of the group process. From my perspective, groups present individual clients with 
an opportunity to explore specific concerns in a unique environment. The combination of my 
belief in the inherent curative factors of the group process, in the inherent strengths of people 
to be active leaders in the process of change, and the need to redefine the anger problem led 
to the creation of the group under study in this report. 
My journey toward this particular project happened quite by accident. As is typical in 
outpatient clinical settings, new clinicians tend to be placed where there is an identified need. 
In my case, during my final social work practicum, a co-facilitator was needed to offer an 
Anger Management Group. I became that co-facilitator. As a result, I have been actively 
involved in anger management group counselling for eight years, since my fourth year 
practicum placement, which was completed as the final step toward earning my Bachelor' s 
Degree in Social Work. Prior to this, my formal group experience was limited and this 
knowledge, or lack thereof, led me to observe my first identifiable need if I was to continue 
to engage in this treatment modality. I needed to develop a comprehensive understanding of 
group work. I identified this need in myself for two reasons . First, I wanted to increase my 
understanding of this therapeutic modality based on my respect for the process itself and my 
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desire to increase my clinical effectiveness, and, second, I recognized in myself a different 
feeling and reaction while involved in group facilitation as compared to individual therapy. 
The feelings associated with group work felt uniquely rewarding to me while, at the 
same time, the work was remarkably challenging. Facilitating a group is not simply 
presenting material to a number of individuals in a group setting, thus getting more "bang for 
your buck" : it involves a complex, challenging dynamic where the group as a whole is the 
focus ofthe treatment. Within the group are individuals, and inevitably, sub-groups that serve 
to further enhance the dynamic and add to the experience. 
The initial groups were facilitated with children referred by agency clinicians. After 
concluding each of these children-only groups, however, I began wondering why it seemed 
as though the facilitators, the experts, not only seemed to have total control and ownership 
over the group process but also seemed to be the hardest working people in the group. This 
realization was the first insight into developing a group, which began the process of changing 
the style of group facilitation to one that empowers the participants to take ownership of the 
process and the work within the group. The goal was to relinquish the role of expert and 
begin relying more on the participants to fulfill that role. 
I believe in the group process. I believe that people want the best for themselves and 
their families and I also believe that problems are shared and thus the construction of 
solutions must also be shared. Focusing on the fan1ily as the target of clinical intervention 
requires a shift in ownership of the problem. In my clinical practice, I have witnessed 
parents, tired and frustrated from the myriad of challenges they have faced who bring their 
child to counselling in the hopes that someone will fix the problem. I have had the 
opportunity to facilitate many anger management groups and, typically, the children involved 
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are defined by the behaviour they display. They are described as "the angry child", 
"oppositional", "defiant", and "bad". I have observed children internalizing those descriptors 
and, often, escalating their behaviour as a result. Parents, then, struggle to see their child in a 
different light. It is difficult for them to notice the times when the problem behaviour is not 
happening - the exceptions (de Shazer, 1988). 
The children, despite their efforts, continued to be the problem. They needed to be 
fixed and an anger management group was the solution. As research strongly indicates that 
anger and aggression is the number one problem presented to mental health agencies, it was 
only logical that an anger management group would be an optimal treatment strategy. But 
was the group really optimal? Further analysis of the group experience suggested that the 
children and the facilitators were simply putting it time -they could say that they attended 
the group, their parents could say they worked on the problem and we could say the group 
had been offered. It remained a constant struggle, though, to help the children take their 
learning from the group, and generalize it into their real worlds, particularly into their family 
life. This recognition set the stage for an evolution in the group format, one that entailed a 
changing theoretical approach and developing a different vision of the problem. 
Changing the vision of the problem fit well with my interest in solution-focused 
therapy. With my co-facilitator at the time, in the early stages of working with solution-
focused assumptions and approaches, I analyzed what was working in the group process and 
in my individual practice, how I could tell it was working, and what was different about those 
times. Consistent with the solution-focused approach, we sought out exceptions to the 
problem- times when the problem was not present or being managed better (O'Connell, 
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1998). We realized that the problem was being managed better when children could see 
themselves progressing and see others in their family acting differently as a result. 
When we began using solution-focused approaches with the children-only groups, we 
observed a significant change in the children's participation and in their language (the way in 
which they described their efforts), but the parents were not present as witnesses nor learning 
the same language. By seeking out the exceptions within our own practice, we determined 
that the treatment was more successful when parents were more involved in the therapeutic 
process thus allowing them to observe small steps toward change. This led to exploring how 
our changing theoretical assumptions could be transferred to the group milieu. As a result of 
this practice analysis, we began to incorporate parents into the group process and continued 
to use the assumptions and strategies of solution-focused therapy to guide that process. 
Families working together alongside other families doing the same created a context 
that encouraged, supported, and facilitated change. The goal of the Multi-Family Anger 
Management Group was, then, to redefine the identified clinical problem in order to increase 
the capacity of that change process. Eaker and Zilback (cited in Lund, Zimmerman, & 
Haddock, 2002) assert that children display the behaviours that make family problems visible 
to others and working with the entire family creates an opportunity to redefine the child's 
problem as a family problem. We have often heard children describe their problem with 
anger as something that they inherited from one of their parents, ("I have an anger problem 
just like my dad or just like my mom"). They view this inherited problem as the equivalent of 
being born with the same eye color as that parent. The anger problem, then, becomes 
something to adapt to and accept rather than something that they have the power to change. It 
also became clear that, while the children described their parent or sibling as acting the same 
Multi-Family Anger Management 7 
way as them, they also believed that if only they acted differently, all would be well in their 
family. Taking sole responsibility for anger within a family unit appeared to be a strong 
burden for a young child to carry, a burden that needed to be shared by the rest of the family. 
To give parents and children an equal voice, therefore, both must be active players in the 
therapeutic process. As all children's problems are defined by adults, and parents and 
caregivers are the most influential people in a child' s life, you must include them both in the 
treatment process (Berg & Steiner, 2003). 
In order to allow parents and children to actively participate in the process, we 
initially began with six sessions split along the following lines - two sessions with just 
parents, two with just referred children and then two with parents and children together. Our 
theory was that the concepts and strategies would be presented to parents and children and 
that they would then emerge from the group with the ability to speak the same clinical 
language. To a certain extent, this theory was accurate. Parents became aware of what their 
children were learning and the children saw their parents participating. The commitment to 
the process increased. The child, however, continued to be identified as the problem thus 
restricting the changes that the family could make as a whole. It became evident during the 
parent-only sessions that parents spent much of their time creating a climate of 
commiseration about how bad, angry, and aggressive their child was. In part, the discussion 
spoke to the power of the group process and the universality within groups: parents were 
receiving support from other parents but there was little connection between their beliefs 
about their child' s actions and, arguably most importantly, the impact of their behavior in 
response to their child' s anger. The actions of the parents, and other family members, were 
not incorporated into the discussion without constant direction from the facilitators. As we 
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were co-facilitating our earliest attempts at a multi-family therapy group, it was clear that a 
different process was happening and that process was an improvement over previous groups. 
It was, however, not yet inclusive enough to adequately address anger within the family. 
Another important element ofthe child's home life, and experience with anger, was 
missing - siblings. While the research suggests that there are marked differences between 
male and female aggression, with girls more likely to practice indirect, relational aggression 
(e.g. , alienation, ostracism, and character defamation) rather than physical aggression, these 
gender differences are less noticeable with siblings than with peers (Loeber & Hay, 1997). 
Dunn argues that both girls and boys report relatively high rates of aggression with their 
siblings, and Storashak et al. argue that a sibling relationship with a high degree of conflict 
increases the likelihood of aggressive behaviour at school (cited in Loeber & Hay, 1997). 
We began to wonder if we were missing vital links to creating family solutions to the anger 
problem. As a result, siblings were invited to participate in the process. The final result was 
the group that exists today. All family members are encouraged to attend all sessions with a 
family focus on a family problem. 
My professional clinical experience has allowed me many opportunities to work with 
children and families who exhibit aggressive behaviour. I have received training in working 
with aggressive children, in delivering group therapy, and in the solution-focused approach to 
treatment. This combination of training and clinical practice has allowed me to work with 
clients in individual, family, and group therapy and to see the benefits and challenges of 
these different modalities. My experiences tell me that group work is a viable and useful 
therapeutic tool that is often underused as a method of intervention with children and families 
struggling with aggression. 
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It is my clinical opinion, based on my education, research and practice that expanding 
the use of groups in clinical social work is vital and, as such, this belief provides motive for 
pursuing this research study. My specific counseling experience with multi-family therapy 
groups suggests that working with children and their families together in a group setting is a 
useful method of intervention. Further, it is my belief that aggressive behaviour displayed by 
children cannot effectively be addressed in isolation from the context of the family. 
Considering the persistence and severity of aggressive behaviour problems and the ultimate 
cost to individuals, family, and society, there is a need to identify effective treatment 
approaches that may ameliorate aggression and its impact. This project report describes one 
such intervention- a Multi-Family Anger Management Group. 
Defining the Concept? 
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CHAPTER TWO 
A Review of the Literature 
Aggression 
There is a wealth of literature describing the complex phenomenon of aggression. 
Prior to beginning a discussion on a particular topic, it is vital that that topic is defined and, 
thus, parameters created for the discussion. Aggression, however, is multi-faceted and there 
is, as is obvious tlu·oughout much ofthe literature, a broad range of behaviours that are 
encompassed under the term aggression. No one definition appears to cross the different 
disciplines that address the topic and no standard, universally accepted definition of 
aggression is offered in the literature. The concept is often described differently depending 
on the discipline and theoretical base from which a researcher works. 
Renfrew (1997) explores the difficulty in defining and measuring aggression and, in 
light of this, offers a working definition to provide a framework for discussing the topic. He 
begins by noting that there are numerous possibilities for a definition of aggression but "no 
clear definition of aggression exists that is commonly accepted by professionals in this area" 
(p. 5). He adds that some writers "do not even bother to define the term" while others attempt 
to consider a definition but "find the task an impossible one" (p. 4). Not "bothering to define 
the term" was one ofthe common themes running through the majority of literature dealing 
with aggression. 
The lack of concept definition was particularly absent in the studies conducted within 
the parameters of developmental psychology. Several studies (e.g., Coie et al. , 1999; 
McKinnon-Lewis, Rabiner, & Starnes, 1999; Pope & Bierman, 1999) neglect to include a 
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working definition of aggression and, instead, appear to have assumed a universal 
understanding of the term. The difficulty in finding a commonly held definition of 
aggression, however, is not a complete surprise considering the breadth of professionals 
studying in this area. Despite the inconsistency across disciplines, some authors have chosen 
to attempt to bind their studies within a working definition of aggression. 
Renfrew ( 1997), writing from a biopsychosocial approach, defines aggression as "a 
behaviour that is directed by an organism toward a target, resulting in damage" (p. 6). He 
clarifies this further by clearly stating that aggression is classified as behaviour and, thus, can 
be objectively observed by others. Goldstein (1994) is well published in the field of 
aggression and writes from a social/clinical psychological perspective. He bases his 
discussion on the social learning theory of aggression, which he views as an interactionist 
theory. He argues that "every act of aggression is a person-environment event" and suggests 
that many theorists typically place all antisocial behaviour solely within the perpetrator and, 
thus, deny the impact of the environment on that individual (p. 3). Lechman, Whidby, and 
FitzGerald (2000) offer a working definition of aggression that is particularly useful. They 
state that "aggression is a set of primarily interpersonal actions that consist of verbal or 
physical behaviours that are destructive or injurious to others or to objects" (p. 31). This 
definition is useful in that it includes verbal behaviours as well as physical behaviours and, 
thus, spans a broader range of actions that may be considered injurious to others. 
For the purposes of the group under study and for this project report, my clinical 
working definition of aggression is used. The definition is based on an amalgamation of my 
education and training, my research, and my clinical practice. In my practice, I make a clear 
delineation between the terms anger and aggression. I perceive anger as an emotion 
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experienced by an individual and aggression as an action or behaviour that may result. In 
addition, I view aggression as resulting from an interaction between internal and external 
processes. This working definition is consistent with Renfrew (1997) who stresses that 
aggression is classified as behaviour, and with Goldstein (1994) who argues that all 
aggressive actions are a person-environment event. 
In this project report, the literature review focused on childhood aggression and the 
familial context. I have included some literature that extends beyond the family to include the 
societal context in which aggression has a major impact but this search was limited in scope. 
Childhood Aggression 
Childhood aggression is widespread and impacts on all systems levels including 
individual, family, community, and society. There is a breadth of literature addressing this 
topic, and, due to its negative effect on children's development, childhood aggression has 
now become one of the most extensively studied adjustment problems over the past several 
decades (Crick, 2000). There is, however, little discussion dealing with the impact of 
aggression on the family system (Webster-Stratton & Spitzer, 1996). Instead, much of the 
research has emphasized the etiology of aggression in an attempt to discover a cause and 
effect relationship between primary caregivers and aggressive children (e.g. , Brezina, 1999; 
Hennessy, Rabideau, Cicchetti, & Cummings, 1994; MacEwan, 1994). 
Goldstein (1999) advocates for families to become full partners in treatment but yet 
these families often need treatment themselves. While Goldstein works almost exclusively 
with anti-social youth, his views are easily expanded to include younger children. In fact, 
research suggests that the earlier the intervention the more effective the outcome as observed 
parental anger is a predictor of children' s aggressive, antisocial behaviour later in life 
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(Denham, Workman, Cole, Weissbrod, & Zahn-Waxler, 2000) and not addressing the 
problem contributes to significant personal and social ramifications later in life (Spitzer, 
Webster-Stratton, & Hollinsworth, 1991 ). Aggression, therefore, can be a life-long problem 
impacting all aspects of society. Follow-up studies of antisocial children (e.g. , Cas pi, Elder, 
& Bern; Farrington; Robins; Robins & Ratcliff), show that as adults these children eventually 
end up contributing disproportionately to alcoholism rates, accidents, chronic unemployment, 
divorce, physical illness, psychiatric disabilities, and the demand on welfare services (cited in 
Patterson, DeBaryshe, & Ramsey, 2000). 
Patterson, Reid, Jones, and Conger (cited in Goldstein, 1999), studied chronically 
aggressive youngsters and asserted that these children have an impeded socialization process, 
they struggle to make and maintain positive social relationships, and they are often rejected 
by their peer group thus excluding them from the positive learning experiences that come 
from interacting with others. The assertion put forward by Patterson et al. continues to be 
supported by evidence in recent literature presented in this review on the subject of childhood 
aggression. Aggressive behaviour is typically displayed in multiple settings and, as such, a 
collaborative approach to research, assessment and intervention is necessary in any work that 
seeks to reduce aggression and its damaging effects. As aggression is often first displayed in 
childhood, there is a vital need for early intervention with children and with their caregivers. 
This need has been recognized in the breadth of recently published literature documenting 
aggressive behaviour in children. It appears that, due to societal perceptions that aggression 
in children and adolescents is on the rise, the research in this area has increased accordingly. 
The majority of the literature addressing childhood aggression tends to be organized 
along two perspectives. The first perspective from which many of the research studies are 
Multi-Family Anger Management 14 
conducted is determined primarily through the theory that forms the basis of their approach. 
For example, numerous studies have been conducted under the banner of social learning 
theory and, as such, the goal of that research is to discover a connection between aggressive 
children and their primary caregivers. Other studies address the causes of aggression and the 
environmental factors that could provide the stimulus for aggressive behaviour. Still others 
address strategies for controlling aggression, that are meant for use in homes, schools, or in 
outpatient community mental health settings. The second perspective, held by these 
researchers, is largely dependent on the academic discipline that is informing their writing. 
Most commonly, these disciplines include developmental psychology, social psychology, 
education, sociology and, on rare occasions, social work. It is evident, upon analysis of the 
literature that there are commonalties as well as marked differences between disciplines. 
It is evident from an examination of the literature exploring the complexities of 
childhood aggression and its far-reaching effects, that a wider view of aggression is required 
and, at a minimum, childhood aggression must be viewed within the family context and, 
ideally, within the broader societal context in which the children participate. 
Aggression in the Family and the Broader Societal Context 
The family is typically viewed as the first realm of socialization for a child. It is 
assumed, therefore, that this is the setting in which that child would initially learn about 
anger and aggression. A number of recent studies (e.g. , Hennessay, Rabideau, Cicchetti, & 
Cummings, 1994; McKinnon-Lewis, Rabiner, & Starnes, 1999; Smith & Mullis, 1999) 
suggest a positive relationship between family discord and the development of internalizing 
and externalizing behaviours in children. Internalizing behaviours typically include anxiety 
or depression while externalizing behaviours are more likely to be considered aggressive or 
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destructive. Unfortunately, much of the available research neglects to incorporate key 
variables such as psychiatric diagnoses and structural influences and how these impact on 
aggression. Many studies examining children' s aggressive behaviour tend to address that 
behaviour in isolation. Highlighting these parental variables that impact on the development 
and maintenance of aggressive behaviour appears, at first glance, to place the blame directly 
and solely on parents, in particular mothers. While it is clear that parent-child interaction is a 
central variable in the etiology of aggressive behaviour, it is not so clear that parents intend 
to do so. Patterson, Debaryshe, and Ramsey (2000) argue that there is a need to determine 
why a minority of parents engage in highly maladaptive family management practices. They 
also identify a number of "disruptors" that have negative effects on parenting skills and 
hamper family functioning. They assert that these disruptors include a history of antisocial 
behaviour in other members of the family, stressors such as marital conflict and divorce, and 
disadvantaged socioeconomic status. All of the families that participated in the group under 
study had experienced significant disruptions in parenting that may be a factor in the 
aggressive behaviour displayed by their children. In the small sample size included within 
this study, these stressors included: family break-up and/or marital conflict, a history of 
spousal abuse and domestic violence, psychiatric disabilities of one or both parents, and, 
most commonly, socio-economic disadvantage. 
Anderson and Cramer-Benjamin (1999) offer an overview of theory, research and 
practice issues as they relate to children' s exposure to couple violence. They describe several 
approaches to explain the impact on children; social learning, systems theory, and the 
medical model that argues that post-traumatic stress disorder (PTSD) explains the effects of 
exposure to violence on children. From a social learning theory perspective, several studies 
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(e.g., Bell & Jenkins; Eth & Pynoos; Osofsky) suggest children take on and employ violent 
interpersonal skills, they do not develop adequate problem-solving and communication skills 
due to poor modeling, and they are at an increased risk of becoming a perpetrator or a victim 
ofviolence (cited in Anderson & Cramer-Benjamin, 1999). From a systems theory 
perspective, research (e.g. , Cummings & Davies; Kashani, Daniel, Dandoy, & Holcom; 
McCloskey, Figueredo, & Koss; Osofsky) indicates that children exposed to violence and 
highly conflicted interactions within the family context will experience physiological 
changes and behavioural and emotional problems as a result (cited in Anderson & Cramer-
Benjamin, 1999). And, from the psychiatric model, traumatic experiences impact on 
children' s mental health and create a host of stress reactions as a result (Anderson & Cramer-
Benjamin, 1995). 
Regardless of the theoretical lens from which you view the impact of parental conflict 
on children, the behaviours displayed by the children are clear. Many studies show that 
family adversity and stress correspond with behaviour problems in children (e.g., Denham, 
Workman, Cole, Weissbrod, Kendziora, & Zahn-Waxler, 2000; Finzi, Ram, Har-Even, 
Schmit, & Weizman, 2001 ; Hennessy, Rabideau, & Cicchetti, 1994; Jenkins, 2000; Onyskiw 
& Hayduk, 2001 ; Schultz, Izard, & Ackerman, 2000; Wolfe, Crooks, Lee, Mcintyre-Smith, 
& Jaffe, 2003). Denham, Workman, Cole, Weissbrod, Kendziora and Zahn-Waxler (2000) 
argue that: 
Intense or chronic parental anger may be accompanied by inability to monitor and 
control one' s own behaviour or the disinclination to control the child's behaviour. 
Second, anger can affect parent perceptions and cognitions - increasing parents' 
propensity to view the child negatively, disrupting the ability to reason clearly about 
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child-rearing conflicts and engage in problem-solving, or disrupting parental 
monitoring and attention. (p. 41) 
The connection between parental anger expression and their children's behaviour is 
clear. Parenting becomes reactive rather than proactive and an angry climate can be created 
within the home. Denham et al. (2000) argue that anger can be an emotion that is useful to 
motivate to overcome an obstacle, but "when that obstacle is a non-compliant, defiant child, 
these emotions can develop to the point that it becomes difficult for parents to generate 
proactive disciplinary tactics and sustain positive, balanced exchanges with the child" (p. 24). 
It is this lack of balanced exchanges that exacerbates struggles within families and 
perpetuates the use of anger and aggression as a typical rather than rare means of 
communication. It appears, therefore, that group therapy has the potential to address this lack 
of balanced exchanges and open the door to a different perspective for the child and the 
parent. There is a growing body of literature demonstrating the efficacy of involving parents 
of aggressive children in group-administered services (McKay & Gonzales, 1999). 
Group Therapy 
The Importance of Group Process 
Group therapy is widely practiced and its efficacy is well documented in the 
literature. Barlow, Burlingame, and Fuhriman (2000) assert that a review of approximately 
730 studies spanning almost three decades demonstrated that the group format consistently 
produced positive effects with a myriad of disorders and a variety of treatment models. As a 
result of the strong research supporting group therapy, the review of group literature 
presented here will focus not on the efficacy of groups but, rather, on the need for increased 
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use of the clinical modality and on the need to produce research that explores the process 
inherent within groups. 
This method of treatment intervention can be conceptualized as a process where 
mutual aid is the primary focus, and a context where the problems identified by one group 
member offer an opportunity for other participants to examine their own situations in 
response (Kurland & Salmon, 1996). The need to provide empirical support for the use of 
group therapy within mental health agencies, and to have additional training in this area 
within social work education, is highlighted in the literature on social work with groups (e.g., 
Reid, 1991 ; Shulman, 1996). 
Group work is an important clinical tool for service with oppressed populations as it 
has made a significant contribution to the understanding of the impact of long-term psycho-
affective damages created by relentless oppression (Shulman, 1996) and it reduces stigma 
and isolation for disempowered people (Reid, 1991 ). Social work with groups needs more 
interaction between practice and research as, often, the expertise of group practitioners is not 
recognized nor is it incorporated into research questions (Riva & Smith, 1997). Those 
research questions that have been utilized, however, rarely focus on the process of group 
practice and, instead, focus solely on outcome despite the existing research already speaking 
to the efficacy of the group modality. A review of group literature strongly suggests that 
research questions need to move away from questions that ask if group psychotherapy works 
and move toward process related questions such as "How does it work?" and "What makes 
groups work?" (e.g. , Kalodner & Alfred, 1997; MeN air-Semands & Lese, 2000; Riva & 
Smith, 1997; Tolman & Molidor, 1994). The concept of group processes "relates to the 
nature of relationships that develop among individuals within a group" and "the emphasis is 
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on how and when rather than on what" (Kacen & Rozovski, 1998, p. 179). Much of the 
literature on group work neglects to emphasize the power of the group itself as an integral 
part of the treatment, which then influences client change. This project addresses this gap in 
the research and focuses on the treatment process rather than solely on the treatment 
outcome. 
Group Therapy and Aggression 
Group therapy with aggressive children is often recommended in the literature, 
particularly in the mental health or school context (e.g. Arllen & Gable, 1994; Corcoran & 
Stephenson, 2000; Studer, 1996). These groups, designed to address aggressive behaviour in 
children can, at times, neglect the parents and family as vital components in the intervention 
process. Webster-Stratton and Hancock (1998) argue for the use of training with parents of 
young children with conduct problems as a means of reducing the risk factors associated with 
poverty and isolation. The program was designed to strengthen parenting competence, 
increase positive family support networks and school involvement, promote child social 
competence and decrease child conduct problems. The program also deliberately targets 
parents of younger children on the assumption that early intervention may have a positive 
impact on the reduction of antisocial behaviours displayed in adolescence. 
Taylor and Biglan (1998) reference several research studies that demonstrate that 
parent training groups that teach specific skills have been associated with reductions in rates 
of childhood aggression. A review of the literature did not demonstrate substantial research 
on work with the family unit to address childhood aggression. There are, however, 
recommendations in the literature that suggest combining family interventions with child-
based interventions is a useful strategy for dealing with significant behavior problems in 
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children (Taylor & Biglan, 1998). To date there is a dearth of literature addressing the child 
within the family as the method of treatment. Two studies do suggest addressing behavioural 
difficulties and violence within the family unit (McKay & Gonzales, 1999; Meezan & 
O'Keefe, 1998). Both of these studies utilized a multi-family therapy group approach to 
treatment. 
My clinical use of the multi-family therapy group developed out of a clinical need, 
identified within my practice. This is noteworthy as the search for literature on the topic 
followed the creation of the initial Family Anger Management Group and, as such, did not 
impact on the group format or group content. 
Multi-Family Therapy Groups 
Definition and Historical Perspective 
Prior to exploring this unique method of intervention, it is necessary to provide a 
working definition of the process. O' Shea and Phelps (1985) define multi-family therapy 
groups as "a deliberate, planned, psychosocial intervention with two or more families present 
in the same room with a trained therapist for all or most of the sessions" (p. 572). The group 
sessions should also "implicitly or explicitly emphasize patterns of interfamilial interaction 
as well as utilize actual or potential alliances among different families based on similarities 
of age, sex, focal problem, or family role" (p. 573). As this project involved six families 
working together to address aggression, and the children referred for the group were between 
the ages often and twelve, this project is consistent with these definitions. I will now provide 
a brief overview of the initial work using this therapeutic modality. 
Lacquer is generally acknowledged as the pioneer of the multi-family therapy group 
(MFTG) approach to treatment beginning with the work he initiated in the mid 1960s in an 
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in-patient setting for families of people with schizophrenia (McFarlane, 2002). Over the next 
twenty years, the method had sporadic use. Squire-Dehouck (cited in Colahan & Robinson, 
2002) notes that the method, though, did not become a therapeutic trend despite families 
enjoying the process, reporting decreased social isolation, and avoiding some of the negative 
experiences described in lone family therapy. The early work of Laquer formed the basis for 
the clinical work that was to follow and, since the 1980s, the use of multi-family groups 
increased. 
Approaches and Application to Different Clinical Populations 
The use of the multi-family therapy group with people with schizophrenia has 
continued, with much of the work being conducted by McFarlane and his colleagues. For 
example, McFarlane, Link, Dushay, Marchal, and Crilly (1995) conducted a four-year 
relapse outcome study on schizophrenia using a psycho-educational multi-family group 
approach. McFarlane et al. completed a comparative study between a multi-family version of 
treatment and a single-family version. They determined that multi-family groups, combined 
with family psycho-education and maintenance medication, do significantly reduce risk for 
relapse over an extended period. Aspects of this study were later replicated by McFarlane 
(2002). Mullen, Murray, and Happell (2002), working out of Australia, used McFarlane ' s 
earlier work as a base from which to examine the use of the approach with first episode 
psychosis. Edwards et al. (cited in Mullen, Murray, & Happell, 2002) determined that the 
method promoted significant improvement in knowledge and understanding amongst the 
participants and note that the multifamily group format has been advocated by the Early 
Psychosis Prevention and Intervention Centre. 
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Since its original inception, multi-family group therapy (MFGT) has evolved and, 
while the research demonstrates that much of the work is still done with individuals with 
significant psychiatric disabilities, it has now been used in a number of other settings 
addressing a myriad of clinical issues. These clinical populations include bipolar patients and 
their families (Brennan, 1995), disruptive behavioural difficulties of children (McKay & 
Gonzales, 1999; Sayger, 1996), families with children who have been abused and neglected 
(Meezan & O'Keefe, 1998), adolescents struggling with substance misuse (Springer & 
Orsbon, 2002), individuals with major depressive disorder (Keitner, Drury, Ryan, Miller, 
Norman, & Solomon (2002), and eating disorders (Colahan & Robinson, 2002). These 
authors reached similar conclusions in their discussion regarding the efficacy of the multi-
family therapy group. They argue that this mode of intervention creates the context for 
families to build a sense of social and community support, address common concerns, share 
the belief that they are not alone, and helps to normalize their behaviours (Brennan, 1995; 
McFarlane et al., 1995; McKay & Gonzales, 1999; Meezan & O'Keefe, 1998; Sayger, 1996). 
The delivery of the multi-family approach is relatively consistent across clinical 
populations and group facilitators and typically utilizes a psycho-educational approach. 
While, in the published research, there are similar findings across disciplines describing the 
efficacy of the approach, there are also significant differences in how the therapy is delivered 
and who is present during the group sessions in order to meet the definition ofMFGT. I will 
now provide an overview of some of those differences evident in the literature. 
To address childhood behaviour problems, Matthews and Cunningham (1983) 
combined multi-family therapy sessions with on-going parallel groups over a four-year 
period. As the work progressed, their approach was adapted to reflect their changing 
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perspective on the needs of the group. Initially the children-only group was designed for 
children with peer problems at home or at school and involved play under adult supervision, 
a short debriefing of the activity, and a brief problem discussion. This structure then evolved 
into a group with decreased emphasis on play and a major focus on group discussion in order 
to be "responsive to appropriate adult demands and expectations" (p. 115). The parallel 
parent group focused on providing management techniques for specific behavioural problems 
including acting-out behaviour and aggression. A multi-family therapy group was then added 
to the parallel groups and the authors conclude that this combination of treatments was the 
most successful process they had used to date (p. 120). 
Asen (2002), from the Malborough Family Service in London, UK, provides an 
overview of multi-family therapy, offers a brief historical perspective ofthe origins ofthe 
process, describes some of the treatment innovations using this modality, and identifies 
trends for future work in the area. The author describes the use of the group in a permanent 
multi-family day setting that includes a Family School and use of a weekly reflections 
meeting, inspired by the work of Tom Andersen' s reflecting team. Although the overview 
presented in the article appears primarily as a means to describe the current work taking 
place at Malborough Family Services, it is a useful review to explore some of the different 
ways in which the groups can be delivered. Asen also offers an informative overview of the 
process and a different definition than noted earlier in this literature review. Asen describes 
multi-family therapy as a "rather peculiar blend of group therapy and family therapy, 
psychodynamic practices, and attachment theory" (p. 4). Asen advocates for future research 
to discover the specific ingredients in multi-family work that accounts for the changes that 
have been described in the research to date. The author also asserts that the method allows 
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for "multiple perspectives" to be offered through "double description" which then creates 
space for the provision and reception of new information which changes the dominant story 
initially presented by families (p. 4). The approach' s ability to change the "dominant story" 
represents only one of the curative factors inherent in multi-family groups described in the 
literature. 
Overall, across the research, there are noteworthy similarities in the curative factors 
found within the multi-family therapy group. These factors highlighted in the research 
include a) promoting more enduring mutual support across families and clients (McFarlane, 
1995; Mullen, Murray, & Happell, 2002), b) participants valued the knowledge that they 
were not alone, their problems were shared by others similar to themselves and these people 
could also be available for support and solutions (Brennan, 1995), c) the presence of a 
number of families alters the context ofthe work allowing for different behaviours on the 
part of clients and staff (As en, 2002), and d) "the power of the group as the therapeutic agent 
significantly eclipses anything the staff do" (Bishop, Clilverd, Cooklin, & Hunt, 2002, p. 42). 
Van Noppen and Steketee (2002) used a twelve session multi-family group to address 
the complex issue of obsessive-compulsive disorder (OCD). They describe their approach as 
multi-family behavioural therapy (MFBT) and, as the name implies, they used cognitive-
behavioural therapy within the multi-family context. In their conclusions, the authors 
advocate for the use of the multi-family approach on its clinical merits but, notably, also 
suggest that family treatment offered in a group modality is less labor-intensive than 
individual treatment and is crucial in the era of managed health care. 
Although there is evidence from clinicians and clients regarding the efficacy of multi-
family groups, until recently, there have been few clinical reports describing therapeutic 
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process and positive outcomes specific to this treatment modality (Thomgren, Christensen, & 
Kleist, 1998). To date, there is only one book devoted to this approach. McFarlane (2002) is 
a long-standing proponent of the multi-family group therapy approach and has recently 
compiled a book on the subject. He describes the unique social structure of the multi-family 
group and how the psycho-educational variant of these groups emphasizes the "natural 
therapeutic and rehabilitative processes, characteristic of, and perhaps inherent in, the 
format" (p. 37). His comprehensive book offers a good overview of the process, offers 
problems and solutions taken from actual practice situations, and offers some ofthe first 
outcome studies on the treatment modality. McFarlane's dedication to the multi-family 
process is clear although his focus is predominantly on the treatment of severe psychiatric 
disorders. Contributions within the book include research studies by clinicians representing a 
range of disciplines including the field of social work. It is worth mentioning that McFarlane 
is the author or co-author of ten out of seventeen of the articles contributing to his text. The 
vast majority of the articles use a psycho-educational approach and one incorporates a 
cognitive-behavioural approach to treatment of Obsessive Compulsive Disorder. 
It is noteworthy that the vast majority of research on multi-family therapy typically 
hails from the United States. While all MFGT researchers are universally enthusiastic about 
the approach and they recommend this modality on the basis of its clinical merit, they also 
typically add a comment regarding its cost-effectiveness as the groups allowed for more 
families to receive services simultaneously with fewer professionals involved in providing 
the treatment. One could add that this speaks to the pressures facing the mental health system 
as the numbers of families needing assistance continues to increase while the system itself 
remains fiscally challenged. 
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While multi-family therapy is typically an amalgamation of approaches with the 
psycho-educational approach dominating the delivery of the groups, the end result is a very 
unique and distinct treatment modality. The groups could potentially be wed to a variety of 
theoretical approaches and I believe the treatment modality blends well with the solution-
focused approach. 
Solution-Focused Therapy 
Historical Roots of the Model 
Steve de Shazer is the primary influence behind the development of solution-focused 
therapy. His construction of the model, however, was influenced by several people, all of 
whom de Shazer credits with assisting him in creating the vision that was to become 
solution-focused therapy. de Shazer's theory construction was initially influenced by his 
early involvement with his colleagues at the Mental Research Institute (MRI) and later 
influenced by his continued work with his colleagues at the Brief Family Therapy Center 
(BFTC) in Milwaukee. de Shazer also attributes the basis of his changing theoretical 
assumptions to the influence of the early work of Milton Erickson. In particular, de Shazer 
was interested in Erickson's use of hypnosis, combined with his strategy of taking the 
learning people already possessed and helping them to apply that learning in new ways by 
utilizing and developing what the individual already has (de Shazer, 1982, p. 26). By 
combining hypnosis with strategic suggestions using the client's strengths, Erickson's clients 
were able to resolve their problems quickly (p. 20). Using Erickson's work as a base, 
members of the Mental Research Institute (MRI), including de Shazer, expanded Erickson's 
methods into a comprehensive model of"strategic family therapy", using circular 
questioning as a mode of intervention. From this base, the MRI team contributed to the 
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development of brief family therapy based on the same perspective as that espoused by 
Erickson (p. 20). 
In addition to the work of Erickson, de Shazer (1982; 1988) credits the work of 
Robert Bateson in the field of family therapy and, later, on the development ofthe solution-
focused therapy model. Initially, the solution-focused approach used the concept of 
reframing as articulated by Bateson. de Shazer (1982) built on Bateson's beliefthat an 
individual thinks and operates as if they have a certain set of rules that define their situation. 
An individual who successfully completes therapy, therefore, has learned to operate in terms 
of a different set of rules (p. 23 ). de Shazer viewed these individual frames as a useful means 
of understanding the complaints that people bring to therapy. According to de Shazer, a main 
focal point of Bateson's epistemology was based on finding "the difference that makes a 
difference" (p. 5). de Shazer considered the term "difference" synonymous with the term 
"change" and asserts that "change is, after all, the business of therapy" (p. 6). 
Using the assumptions put forth by Erickson and Bateson, de Shazer and his 
colleagues at the Brief Family Therapy Institute began to develop an intervention that was 
strategically and carefully designed to allow for change to occur in a brief period of time. 
The interviews within solution-focused therapy are deliberately constructed to allow for 
solution development. Constructivism has resonated with many family therapists looking for 
a conceptual framework which is able to "lend stability to shifting values in a postmodern 
world" (Mills & Sprenkle, 2001, p. 369). de Shazer (1991) was one ofthose family 
therapists. He acknowledges that his work has been deeply influenced by this philosophical 
shift away from modernism to postmodernism, and he views his work as converging with the 
basic tenets of constructivism. 
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Constructivism can be viewed as a goal to understand "the complex world of lived 
experience from the point of view of those who live it" (Schwandt, 1994, p. 118). The world 
of lived reality and situation-specific meanings that constitute the object of investigation, are 
thought to be "constructed by social actors" (p. 125). Knowledge and truth, therefore, are 
constructed, not "discovered by mind" (p. 125). From de Shazer' s perspective, all that a 
therapist deals with is "his construction of how his client constructs his own reality; from 
these two constructions, client and therapist jointly construct a therapeutic reality" (1988, p. 
62). de Shazer, therefore, views therapy itself as an interpersonal process within which 
meanings themselves are negotiable. He takes a situation-centered stance noting that, 
"people behave the way they do in relation to the other people in the situation and in relation 
to the context within which the situation occurs" (1988, p. 64). 
de Shazer (1988) also incorporates deconstruction into his theory development. He 
notes, however, that the term is not "necessarily meant to fit within the scope of 
'deconstruction' in literary criticism as Derrida (1981) uses the term" (p. 101). de Shazer 
argues for a different understanding of the term deconstruction. He advocates for its use in 
deconstructing the frame ; that is, deconstructing how the client defines what it is that is 
happening in their life, and then using that deconstruction process to find a focal point on 
which to construct a solution. It is from this constructivist foundation that de Shazer 
constructs his solution-focused theory and the strategies used within that approach. 
Theoretical Assumptions and Strategies 
Solution-focused therapy is a model oftherapeutic intervention that holds several 
basic assumptions. Firstly, solution-focused therapy views "change processes as inevitable 
and always occurring" (Berg, 1994, p. 9). This approach is seen as an all-encompassing 
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process. It is a total model and "a way of thinking about how people change and reach their 
goals, a way of conversing with clients and a way of constructing solutions interactively" 
(Walter & Peller, 1992, p. 10). Secondly, there is an inherent assumption in this approach 
that all clients have the strengths and resources necessary to create change and that no 
problem is constantly occurring and, therefore, there are times, or exceptions, when the 
problem is not happening (Berg, 1994; Walter & Peller, 1992). Finally, the three basic rules 
of solution-focused therapy as described by de Shazer and Berg (1994) are "if it ain' t broke, 
don't fix it", "once you know what works, do more of it", and "if it doesn' t work, don't do it 
again, do something different" (pp. 15-16). 
The treatment approach itself is an active therapy and, as such, appears to be a natural 
fit with the group under study in this report. The solution-focused therapeutic conversation is 
active and describes goals in terms of process. Walter and Peller ( 1992) describe the use of 
the word "how" to elicit a process description of goals using verbs with "ing" (p. 54). This 
allows the clinician and client a way to explore what they will be "doing" differently. The 
use of "how" questioning was used throughout this group and is discussed further in the Case 
Analysis section of this report. Berg ( 1994) also advocates for the use of active language. She 
suggests that language is purposefully designed to imply that the client has to do things 
"differently", that they are the ones who must do them and that they will be taking an active 
role in how their life will change (pp. 99-1 00). 
As solution-focused therapy is a relatively new and evolving theory, the therapeutic 
strategies used have also evolved based on the practical application of the approach by de 
Shazer and his colleagues. The solution-focused approach advocates for the use of a number 
of specific techniques. The application of these techniques has changed from the early days 
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of the model's use. Initially, the approach focused on the tasks or clues to solution that were 
presented to the client by the therapist at the end of the session. The presentation of these 
tasks or clues took the form of a Formula First Session Task, which was typically given to 
clients to complete between their first and second sessions. An example of this task is: 
"Benveen now and next time we meet, we would like you to observe, so that you can describe 
to us next time, what happens in your family that you want to continue to have happen " (de 
Shazer, 1985, p. 137). 
Solution-focused therapy focuses on what a client and therapist do in session, as well 
as what the client does outside of the therapeutic context. Based on a clinical evaluation of 
their work, de Shazer and his colleagues determined that refocusing on exceptions changed 
their intervention process. It was no longer necessary to wait until the second session to begin 
eliciting exceptions. de Shazer ( 1988) states that, "from the beginning of the first session, the 
therapist and client are constructing a therapeutic reality based on continuing transformation 
or change (as evidenced by exceptions), rather than on initiating change" (p. 5). The 
importance of "putting difference to work" is clearly articulated by de Shazer (1988; 1991; 
1994) and is the key foundation to finding the exceptions that are fundamental to the 
workings ofthe solution-focused approach. 
"Marking differences" is a key for "searching for exceptions that could be made into 
differences that make a difference" (de Shazer, 1988, p. 4). This approach capitalizes on 
Bateson' s "news of difference" mentioned earlier in this report. Putting difference to work is, 
in essence, seeking out exceptions to the rule by deconstructing the problem and the concept 
of the problem. From its earliest inception, exception seeking has remained a key technique, 
unique to the solution-focused approach. Exception times are times when the goal may 
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already be happening (Walter & Peller; 1992), and times when the problem is not present. 
The search for exceptions can begin in the first session by beginning a search for pre-session 
change. 
During the initial session, solution-focused therapists will often ask about pre-session 
improvements or pre-treatment change. By asking a client what they have done that has made 
a difference to the problem, clinicians can then encourage clients to do more of what led to 
these improvements. As these changes are created in a pre-therapy context and, thus, are not 
directly attributable to therapy, "focusing on pre-treatment improvement encourages clients 
to rely less on their therapist and more on their own resources to accomplish their treatment 
goals" (McKeel, 1996, p. 255). Within solution-focused therapy, presuppositional questions 
are also used as an intervention to promote the expectation that change is always occurring. 
As the term implies, the questions presuppose that, "noticing that things already seem 
different is common and expected" (p. 255). For example, the clinician might ask the client, 
"What have you done in the past that worked?" (p. 255). This style of questioning is then 
used as an additional strategy to search for pre-session change as a means of quickly 
encouraging the essential therapeutic dialogue around exceptions. 
Another strategy, the miracle question, was then created to elicit a description from 
the client of a future without the complaint. The miracle question is used to allow clients an 
opportunity to disregard their problems and take the time to imagine their lives after a 
miracle has happened and the problem is solved (Berg, 1994, p. 97). An example ofthe 
miracle question would be, "Suppose that one night, while you were asleep, there was a 
miracle and this problem was solved. How would you know? What would be different? (de 
Shazer, 1988, p. 5). The miracle question, therefore, sets the stage for the small incremental 
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changes that help a client move toward their goal. These small steps are also based on the 
therapeutic assumption noted earlier "once you know what works, do more of it" . Clients are 
asked to notice what is working and continue to do what has already been helpful to them. 
Also incorporated into the early solution-focused approach was the use of a 
consulting break. Many solution-focused therapists, particularly those working out of the 
Brief Family Therapy Center, continue to advocate for the use of this consulting break or 
"thinking break" . The thinking break, designed to allow the clinician time to reflect and then 
give feedback to the client, typically involves three key steps. Berg and Steiner (2003) 
describe these steps as a) compliment - an oppmiunity to point out positive observations, b) 
bridging statement- a suggestion to increase the frequency of the client' s solutions, and c) 
suggestions for tasks (pp. 28-29). 
The solution-focused approach advocates strongly for the use of scaling questions. 
Scaling questions (rating the presenting problem on a scale of one to ten) are used to secure a 
quantitative measurement of where a person is today and where they would like to be in a set 
period of time (Selekman, 1997, p. 63 ). The scaling questions can then be used to establish 
client goals, measure progress, determine action priorities and assess motivation for change 
(O 'Connell, 1998, p. 39). A combination of the above techniques ultimately places the client 
in the role of expert, allows the client and worker to collaborate to create a climate of 
empowerment, and provides a means to "work with clients, notfor them" (Berg, 1994, p. 61). 
Solution-focused therapy is relatively new and is finding increasing popularity 
amongst clinicians. Some critiques of the process, however, have argued that, only recently, 
has the approach been subjected to controlled empirical testing. Gingerich and Eisengart 
(2000) present a comprehensive overview of the outcome research using this approach and 
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include all outcome studies published up to and including 1999. To be included in their 
review, the studies had to meet several criteria. The criteria included a) the study had to be 
identified as solution-focused or solution-oriented as developed by de Shazer and colleagues 
at the Milwaukee Brief Family Therapy Center, and b) the intervention had to include one or 
more of the core components of the approach such as a search for pre-session change, goal-
setting, the miracle question, scaling questions, a search for exceptions, a consulting break or 
a message including compliments and a task (p. 479). As a result of this search, they located 
fifteen controlled studies which they evaluated in their review. Gingerich and Eisengart 
conclude their analysis by arguing that solution-focused brief therapy is moving from an 
"open trial" phase of investigation to an "efficacy" phase and there is strong preliminary 
support for the efficacy ofthe intervention. Stalker, Levene, and Coady (1999) also offer a 
review of solution-focused brieftherapy and highlight the strengths ofthe approach along 
with the current limitations and problems with the approach. 
Solution-Focused Therapy with Children 
Over recent years, there has been an increase in literature documenting the use of 
solution-focused therapy with children. For example, Selekman (1997) in his book titled 
Solution-Focused Therapy with Children, describes a number of theoretical ideas and 
therapeutic strategies designed to increase clinical efficacy when working with challenging 
children and their families. He argues for an expansion of the model in order to exact 
therapeutic change with the more "chronic and challenging child cases" (p. 21 0). One 
"expansion of the model" he recommends is the incorporation of family play and art therapy 
techniques thus making the work more collaborative and competency based. Adding these 
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techniques has the capability to empower children and give them a voice in their own 
treatment (p. 211 ). 
Berg and Steiner (2003) also devote an entire book to describing "Children's Solution 
Work". They argue that there is a harmonious relationship between solution-focused brief 
therapy and children, because the way that children make sense of the world, thinking "out of 
the box", is consistent with basic assumptions that guide this model (p. 14). Berg and Steiner 
clearly articulate their view of children and parents and offer a number of therapeutic 
techniques with which to engage them in treatment. They agree with Selekman (1997) and 
argue that, as children are still in the process of developing and refining their language skills, 
adults who work with them must have an ability to communicate with children in ways that 
are not solely dependent on linguistic skills (p. 15). They also advocate for the use of art and 
play techniques and for a mandatory inclusion of parents in treatment. They advocate for 
parental inclusion in all phases of the child' s treatment and argue that parents must be 
involved as the "true experts on their own child" (p. 17). 
Letham (2002), a clinical psychologist, suggests that there are some features of 
solution-focused therapy that are particularly "child friendly". These "child friendly" 
techniques include utilizing the imagination of the child through the use of the miracle 
question or other techniques for visualizing the future, the concrete language of the model 
that is easy for children to understand, and the use of questioning that avoids "why" 
questions, which are so rarely used in solution-focused therapy (Letham, 2002, p. 191 ). The 
application of solution-focused therapy with children in school settings is growing. Franklin, 
Biever, Moore, Clemons, and Scamardo (200 1 ), trained by the developers of solution-
focused therapy, examined the effectiveness of solution-focused therapy with children in a 
Multi-Family Anger Management 35 
school setting using seven single-case studies. They conclude that the results indicate that 
children receiving solution-focused therapy made positive changes on a range of behavioural 
problems (p. 432). Metcalf (1995) also contributes a text devoted to work in schools. Her 
book is not a research study but, rather, is dedicated to providing case examples using the · 
approach and providing useful strategies for implementation in an educational milieu. 
Solution-Focused Therapy with Children or Parents in a Group Setting 
The combination of the solution-focused approach and group therapy has been 
addressed in the literature. In a group setting, goal setting focuses on specific behaviours and 
the counsellor works collaboratively with families to generate workable solutions. 
Facilitators, using the multi-family group, should consider themselves as "a sort of tour 
guide, co-discoverer, or co-constructor of solutions" and, thus, increase the competency of 
clients by encouraging them to work together (Metcalf, 1998). Solution-focused counselling 
groups are viewed as a viable option for working with children who can benefit from the 
"positive aspects of the approach as well as the curative factors inherent in the group setting" 
(LaFountain & Garner, 1996, p. 138). Lebow and Gurman (cited in Selekman, 1997) indicate 
that there is convincing evidence for the efficacy of integrative family therapy approaches for 
children with behavioural problems. The combination of these research findings, suggests 
that integrating the process of multi-family group therapy with the solution-focused approach 
holds potential for working with aggressive children and their families. 
Selekman (1993) advocates for use of the Solution-Oriented Parenting Group for 
parents of adolescents. His group work is based on the assumptions of the solution-focused 
approach with each session highlighting one of those basic assumptions. Selekman sees the 
group as creating a climate for change and this change is accomplished by rapport building, 
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purposeful systemic interviewing, the giving of homework assignments, and consolidation of 
parental gains through the use of compliments (p. 162). He does note, however, that, for a 
small percentage of participants, their child ' s behavioural difficulties are still present after 
group conclusion and he then views the group as a unifying and preparatory stage for further 
individual or group therapy (p. 170). 
My review of the literature revealed one study that combines the two approaches 
examined in the study: solution-focused therapy and multi-family group therapy. In their 
article, Springer and Orsbon (2002), both clinical social workers, developed a MFGT model 
that was used in combination with individual and family therapy with adolescent substance 
abuse. One ofthe primary therapeutic techniques used in the study was solution-focused 
therapy using two particular strategies: the miracle question and scaling questions. In their 
conclusion, Springer and Orsbon recommended interactional MFTGs as a critical component 
in the treatment planning process. 
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CHAPTER THREE 
Method 
This case study is a critical analysis of the process of a solution-focused multi-family 
therapy group addressing aggression within families. Critical thinking includes providing a 
clear description of concepts and taking responsibility for making claims and arguments and 
"critically evaluating our views no matter how cherished and considering alternative views" 
(Gambrill, 1997, p. 126). To effectively analyze a case within the critical perspective, it is 
necessary to clearly define the concepts that inform the case. "Vague problem descriptions" 
can prevent "discovering options" (Gambrill, 1997, p. 130). Although a positivist, and 
writing from that perspective, Gambrill's techniques are relevant to the case under study in 
this report. Clearly defining the problem and providing a clear description of concepts is vital 
to the process of critical thinking, and to providing a context in which to situate this case. In 
keeping with these basic tenets of the critical perspective, the concepts that form the basis of 
this study have been defined within the literature review presented in this report. These 
concepts include aggression, group therapy and group process, multi-family therapy, and the 
solution-focused approach. 
Kurfiss (cited in Mumm & Kersting, 1997) defines critical thinking as "the process of 
figuring out what to believe or not about a situation, phenomenon, problem, or controversy 
for which no single definitive answer or solution exists" and the term critical thinking 
"implies a diligent, open-minded search for understanding, rather than for a discovery of a 
necessary conclusion" (p. 75). This project, therefore, was a search for an understanding of 
how the dynamics within this Multiple Family Therapy Group works to address aggression 
and, thus, is in keeping with the basic tenets of critical thinking. Critical thinking, then, is an 
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appropriate method for analyzing group process as there is a need for clinical social workers 
to combine the doing and thinking of group work practice with a conceptual, critical, and 
analytical description of that practice (Kurland & Salmon, 1996). Social workers need to 
share their expertise in group work practice and make that expertise available to others in the 
field (p. 29). 
This project was completed within the parameters of a case study. A case can be 
viewed as an object of study (Stake, 1995) or as a methodology (Merriman, 1988). A case 
study is a bounded system, bounded by time and place, with clear parameters (Creswell, 
1998). This study is consistent with this definition as it was bounded to six sessions, each 
session was two hours long and all sessions were held within the same mental health agency. 
Two trained facilitators, my co-worker and myself, led each individual group. 
Case studies are not linked to any particular type of data or data collection method 
(Yin, 1989) but, rather, data analysis provides a detailed description of the case, an 
examination of themes that emerge from the study, and the researcher's interpretation ofthe 
case (Stake, 1995). In this study, I observed the interaction between group members, content, 
and process. I critically reflected on my practice in order to identify themes that emerge over 
the course of the group and to assess what is working and what can be improved. 
Case studies can focus on process, which is particularly compatible with my project. 
Patton (cited in Gil gun, 1994) asserts that process case studies look for "patterns, linkages, 
and plausible explanations related to intervention" and can be used to advance the 
understanding of "the complexities of implementing interventions at the individual, program, 
and policy level" (p. 376). The case study offers an analysis of the situation, draws on current 
theory, and practice literature, and demonstrates this integration between theory and practice, 
Multi-Family Anger Management 39 
specifies interventions, and allows an opportunity to critically examine the connection 
between social work knowledge and practice (McClelland, Austin, & Este, 1998). I consider 
the case study method to be particularly useful for the analysis ofthe therapeutic process 
inherent in social work with groups. When discussing the case-study method and its 
connection to group therapy, Walton (cited in Rubaie, 2002) predicts that the current 
rethinking within the scientific field, with its stronger focus on interpretation and meaning, 
will promote the development of bolder, more qualitative and subjective investigative 
approaches that will benefit clinical fields such as group therapy. 
Todd and Stanton (cited in Rubaie, 2002) argue that "life and research are inevitably 
messy", particularly in a field like couple/family therapy, which is concerned with complex, 
systemic changes in human beings (p. 33). Moon et. al (cited in Rubaie, 2002) suggest that 
qualitative research methods can provide a scientific, holistic way of approaching therapy, 
with all its "messiness" intact. I would strongly agree with these assertions made by Walton, 
Todd and Stanton, and Moon (cited in Rubaie, 2002). I believe that multi-family group 
therapy must have a subjective investigative approach in order to fully appreciate the 
contextual elements present in a clinical setting involving a diverse group of people from a 
myriad of backgrounds and developmental levels. I am in particular agreement that some 
therapy is indeed "messy" and does not lend itself easily to purely quantitative methods of 
research. The lives of those seeking mental health counselling are often chaotic. Their lives 
are "real" lived experiences and replete with external stressors and structural influences over 
which families have little or no control - in a word "messy". Schwandt (cited in Macpherson, 
Brooker, & Ainsworth, 2000) also promotes this method and recommends a case study 
strategy when the researcher is seeking answers to how and why questions, when the 
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researcher has limited control over the events under study, when the object of study is a 
current phenomenon in a real-life context, when there is not a clear boundary between the 
phenomenon and the context, and when it is desirable to use multiple sources to substantiate 
the research. 
Within the field of research, a high priority is given to reliability, validity and 
generalizability of the conclusions; that is, the creation of a high degree of rigor. Broadly 
speaking, reliability reflects whether similar findings would be obtained in different times 
and contexts with different researchers, validity reflects whether the methods used to study 
the phenomenon actually do assess that phenomenon, and generalizability reflects whether 
the findings can be generalized beyond the case (Rubaie, 2002). To articulate criteria 
appropriate to the qualitative paradigm, Lincoln and Guba (1985) have chosen to replace 
conventional methods of generalizability with transferability; that is, the degree to which the 
findings are consistent in similar contexts but not necessarily across contexts. Within case 
study research, the technique oftriangulation (the use of multiple methods of data collection, 
different methodologies, and different data sources) is also typically used in order to increase 
the credibility of the findings (Denzin & Lincoln, 1994). 
For the analysis of this group, I used three main sources of data: (a) documentary 
data, including the group referral and screening/assessment forms, family murals and group 
activities, weekly solution-focused notes completed by participating families, and the final 
group assessment; (b) weekly and final debriefing sessions where myself and my co-
facilitator were present; and (c) my personal reflections, interpretation, and analysis of the 
group process. All of the data was grounded in my clinical experience and contextual 
awareness as group facilitator, and my use of multiple sources and methods for analysis 
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(triangulation) was consistent with the recommendations of Merriam (1988), Lincoln and 
Guba (1985), Denzin and Lincoln (1994) and Stake (1994). 
Using these multiple sources, combined with the facilitator debriefing meetings, 
added to the robustness of the data. Denzin and Lincoln (1994) argue that qualitative research 
is inherently multi-method in focus and using multiple methods, "reflects an attempt to create 
an in-depth understanding ofthe case" (p. 2). Several researchers (e.g. , Denzin; Fielding & 
Fielding; Flick) endorse a similar position and argue that triangulation is not considered to be 
a "tool of validation" but, rather "an alternative to validation" (cited in Denzin & Lincoln, 
1994, p. 2). Reviewing my interpretation of the group process alongside that of my co-
facilitator is one such alternative. It should "minimize misrepresentation and 
misunderstanding", and increase confidence in my observations (Stake, 1995). In addition, 
the data should be an accurate representation as one of the markers of methodological rigor 
and clinical relevance in group research is the presence of experienced leadership (Tolman & 
Molidor, 1994) and I have extensive group leadership experience. Some ofthe data used to 
evaluate the group process encompasses sources that will remain in a locked room at the 
agency as part of the permanent client record. These sources include the referral form and 
screening, group evaluation, summary notes, and weekly solution-notes. 
Inclusionary I Exclusionary Criteria 
Prior to the initiation of the group, a few criteria were developed that would 
potentially exclude a client or their family from participating in the Family Anger 
Management Group. These exclusionary criteria included: children in temporary foster or 
group home placements where there is an expectation that they will soon no longer be 
residing with that family, children with untreated sexual behavior problems, children with 
Multi-Family Anger Management 42 
severe cognitive delays that may create difficulty comprehending the material presented, and 
families where there is an on-going child protection investigation. In addition, for the 
purposes of this group, there must be at least two participants to meet the criteria of"family". 
The definition of "family" is debated throughout the literature and the research on 
multi-family group therapy is no exception. O' Shea and Phelps (1985) report considerable 
diversity regarding the definition of family with respect to participants of multi-family 
therapy groups. They note that some of the groups have been limited to mothers and the 
identified patient, others include parents, patient and siblings while others include any one 
else with whom the individual lived or had ' emotional ties' (p. 563). The authors, however, 
do not offer their thoughts on how to clarify the definition of family. 
For the purposes of this study, I selected an inclusive rather than exclusive definition 
of family. Participants were encouraged to involve those individuals that they identified as 
family, those who could be called upon to assist in developing family solutions. The 
boundaries around the term family, therefore, were relatively broad; participants have 
previously included divorced and/or separated parents, sole-parents, foster-parents, and 
same-sex parents. Sole parents were invited to bring a support person if they chose as long as 
they were willing to sign the consent form for participation in the project. One restriction was 
placed on the definition of family. All families referred to the group needed to be residing 
with at least one of the parents or guardians participating in order to continue working on the 
group tasks in-between sessions. This criterion was put in place based on a previous group 
experience when a child and their parent were not living together between group sessions. As 
a result, the group itself took place during scheduled family visitation. Ethically, I question 
that process and, upon reflection, feel that their participation in the group was not helpful and 
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could have, potentially, been harmful to their relationship, as there was little foundation on 
which to begin a discussion around anger and aggression. Had I been aware of the client 
circumstances prior to the group, I would have recommended a different clinical approach. 
The criteria used for participation in this group are considered standard practice 
within the agency and are not specific to this project. The participants were not recruited and 
came to the group via referrals from clinicians as part of the regular therapeutic process. It is 
noteworthy that, ultimately, no clients were excluded due to the criteria mentioned above. All 
attempts were made to encourage participation as long as the client expressed willingness to 
attend and demonstrated some motivation to the process. Overall, the group under study was 
representative of the often vulnerable client population with whom I typically work. 
Ethical Considerations 
In consideration of the vulnerability of the population with whom the research was 
conducted, this project required and received approval from the University of Northern 
British Columbia' s Human Subjects Ethics Review Committee prior to initiation of the group 
(refer to Appendix A). Obtaining informed consent from the child and their legal guardians 
was also a critical and necessary component of this process. In this particular group, legal 
guardians were all biological parent(s) of the children (although guardians have previously 
included Ministry for Children & Family Development social workers). An information and 
consent form discussing anonymity and confidentiality and a project description were drafted 
in consideration of the developmental age of the children participating. The researcher 
carefully reviewed the consent form along with the exceptions to confidentiality that guides 
our work within the agency and the social system at large. Considering that this was a group 
that would be discussing anger and, in tum aggression, it was vital that families understood 
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the ethical boundaries within which I work. Participants were also made aware, verbally and 
in writing, that an abstract of the project was available upon request. 
As much time as necessary was taken to verbally explain the research process and 
consequences of agreeing to participate. Children, in particular, were asked to generate 
questions and to paraphrase back to the researcher the explanations offered and then create 
scenarios explaining how their confidence would be respected and under which 
circumstances confidentiality may be breached in order to protect their safety. Again, this is 
consistent with my day-to-day clinical practice. All family members, including children, 
were asked to sign the project consent form, regardless of age. Having all participants sign 
the consent form reinforced that the group was a family effort and empowered the children to 
have a voice in the process. A copy of this consent form has been included with this report 
(refer to Appendix B). This group, as a research project, received administrative, clinical and 
Board of Director approval as did the use of agency facilities for the group itself. A copy of 
the approval letter has been included with this report (refer to Appendix C). 
While no one present in the screening sessions denied participation, two older 
siblings chose not participate, were not invited to do so by their parent, and did not attend the 
screening meeting. These siblings were both older and lived on their own. I shared that all 
were welcome to attend but respected the family decision. While participation of all family 
members is preferred for this group, it is not mandatory. Although no families refused 
participation, they were made aware that they could choose not to participate in this group 
because it was being delivered in the context of a research project. Had they declined, the 
family would have been provided an opportunity to participate in another form of counselling 
or, if they only wished to participate in the group, they would be given an opportunity to 
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attend the next available session. Families were also aware that they could change their mind 
during the group and choose not to continue their participation in the project and in no way 
would this impact on their receiving other therapeutic services within the agency. Two 
families interested in participating in the group were unable to attend due to conflicting work 
commitments and after-school activities in which their child was involved. I offered to 
provide their clinicians with the information that would be available to the group to allow 
them an opportunity to do some of the work within a single family therapy context. In 
addition, they chose to wait for the next available group. 
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CHAPTER FOUR 
The Case: A Multi-Family Anger Management Group: A Solution-Focused Approach 
Description 
Participants 
Participants in the group were referred by agency clinicians on the basis of anger 
and/or aggression being identified as problematic for the child and/or their family. 
Membership in the group was voluntary. The children identified as the referred client 
displayed a myriad of aggressive behaviours present across a number of social contexts. In 
general, they displayed verbally aggressive behaviour in school and physically aggressive 
behaviour at home, particularly toward their mothers and siblings. It is important to note that, 
throughout this report, the terms anger and the anger problem are used for therapeutic 
purposes, as this is the therapeutic language typically used. The actions that facilitated the 
group referral, however, are better defined under the term aggression as described in my 
working definition. As a result, the terms anger and aggression are used interchangeably 
throughout this case analysis. 
The group consisted of six families with a total of nineteen participants. All families 
had at least one parent present and all siblings, with the exception of the two adult children 
mentioned earlier in this report. The primary clients were children between the ages of ten 
and twelve, and the age range of all the child participants in the group was between the ages 
of six and fourteen. Parents were representative of lone-parent families (father or mother) and 
two-parent families (biological family and blended family). The size of families ranged from 
one with seven members to another with only two members. Two of the parents in the group 
were coping with challenging disabilities; one parent had been diagnosed with a significant 
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psychiatric disability while another coped with a physical disability resulting from a long 
illness. Both these parents successfully completed the group. 
Of the six families that participated in the screening meeting, all attended at least the 
first group session. One family was unable to continue after the first session when the parent 
gained full-time employment outside of the home. Another family attended two out of six 
sessions, missing at least two additional sessions due to transportation difficulties. A third 
family attended two sessions, missing one session due to illness and another as the family 
was out of town. The remaining three families attended all six group sessions. 
The group was co-facilitated by myself, in the dual role of researcher/facilitator, and 
another mental health clinician. I have facilitated anger management groups for eight years 
and my co-worker and I have jointly facilitated these groups for the last four years. We both 
have degrees in social work and our working relationship suggests that we share a similar 
view of the value of group therapy, and the assumptions that underlay the use of a multi-
family therapy approach to address anger management and reduce aggression. 
Group Referral and Screening 
Following a brief telephone pre-screening interview describing the group, an 
overview of the process, and the time commitment involved, an in-person screening session 
was scheduled for the family. Group preparation and screening is important to group success 
and is documented in the research (e.g. , Corey & Corey, 1997; Yalom, 1995). The 
preparatory phase was vital to the success ofthis group process for several reasons. Firstly, in 
therapy, words are powerful tools and language is the medium through which theory is 
expressed and, in turn, practiced. The language of change, therefore, must begin from the 
first meeting. During the administration of the screening tool, I explained the theoretical 
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background from which the group would be facilitated and the strategies that would be used. 
I introduced the use of scaling questions (to explore control over the problem and motivation 
for change), explained the strategy of exception seeking, shared my previous group 
experience and shared my strong belief in the power ofthis group. Secondly, this initial 
meeting allowed families an opportunity to explain the anger problem from their perspective 
(by imagining watching a videotape of their family when people were angry), to identify 
family stressors, share how they had learned to deal with anger in the past and to identify 
what had worked and what had not. This included children explaining how their parents had 
taught them about anger and, in tum, parents explaining what they had learned from their 
family of origin. They were then asked to rate their control over anger on a scale (if 10 means 
that you are the boss of anger and one means that anger is the boss of you, where would you 
say you are today on the scale). Families were then asked to explain how the group might 
help them move up the scale to take more control over anger. This gave them a way to begin 
viewing the anger problem from a different vantagepoint; a vantagepoint that allowed for the 
possibility of change. Finally, as I was filling the dual role of researcher and group facilitator, 
I personally needed to complete all screening meetings in order to explain the study and 
allow for questions. Ultimately, the screening allowed participants to determine their 
attendance, as the group was voluntary. Following the screening process, I debriefed these 
meetings with my co-facilitator. 
It is important to note that after completing the screening meeting, one family went 
home and shared their experience with their two remaining family members (the client's 
stepfather and stepsister). As a result of their conversation and the family's positive reaction 
to the screening, the stepsister chose to participate in the group with the rest of her blended 
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family. Her father also expressed interest but could not attend due to work. He provided 
signed consent for participation, as did the child prior to the beginning of the first session. 
Group Structure, Content and Design 
This was a closed short-term group, consisting of six two-hour sessions in addition to 
the initial screening meeting. McFarlane (2002) argues that most multi-family therapy groups 
function better as closed groups with fixed membership as this promotes the development of 
relationships amongst participants, and the relationships are the key therapeutic element of 
this approach. I concur with this statement. The social support and connection between 
families is a key intervention unto itself and is vital to the group process. Adding families 
after the group had started would disrupt the dynamic. 
The group was specifically designed around its time-limited number of sessions. 
Feedback from participants in previous groups suggested that six sessions was adequate for 
them to gain the knowledge base they felt they needed to continue working on their own, and 
to generalize from the group milieu to their home environment. In this group, as in previous 
groups, participants expressed a wish that the connection with other families and facilitators 
was longer but, considering the significant stressors families faced and the coordinated effort 
required to even attend the group, the decision was made to stay with the six-session format. 
The knowledge that the group was time-limited forced the facilitators to constantly work in 
the here and now, while having an end date suggested to participants that they could expect 
change in a brief period of time. To further facilitate change, the group format was 
deliberately structured to create an atmosphere of consistency and, by extension, security. 
The six sessions were similarly structured. They involved an initial discussion, a 
family activity and a closure discussion. Each session allowed for an initial whole group 
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check-in to note the "exceptions" observed over the previous week along with a homework 
task review. This was followed by a review of the concepts from prior sessions, an 
introduction ofthe topic of the day and a family activity directly related to that topic. Topics 
and activities included the family mural, the ABC's of anger, communication, problem-
solving, the Anger Scale, and participation in an anger management jeopardy game created 
by the facilitators. Each session concluded with the completion of a solution-focused 
worksheet, to evaluate each family ' s control over anger, and the assignment, and creation of 
homework tasks. Each weekly session was scheduled to last approximately two hours with a 
refreshment and socialization break offered mid-way through the session. 
The group was designed to be experiential, to allow for communication within and 
across families and to have a cumulative effect, allowing for each new skill to be 
incorporated with the previous skill set. Practicing the skills from each group was an 
expectation of the participants and the solution-focused homework assignment was based on 
each weekly topic. Using the weekly solution note, each family rated their progress on a 
scale from one to ten and then determined a goal to help them move up the scale. At the 
conclusion of each session, families chose one homework task which was specific to their 
family. Additional homework tasks were then formed using the active language within the 
solution-focused approach and assigned by the facilitators . The homework tasks designed for 
the whole group followed some of the "guidelines for goaling" put forth by Walter and Peller 
(1993). Some of their recommendations for questioning include that questions are framed a) 
in the positive using the key word instead, b) in a process form using the key word how, c) in 
the client' s control using the key word you, and d) in the client's language. All of the 
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homework tasks were used to create exceptions on which the family could construct 
solutions while, at the same time, allowing the group an opportunity to explore similar issues. 
Using solution-focused questioning kept the group focused on solutions while 
creating a common foundation. The weekly solution notes were completed by each family to 
track their progress and develop goals as a family unit. The form consisted of four simple 
questions, two of which were scaling questions. The questions were as follows; 1) If a 1 0 
means that your family is the boss of anger and 1 means that anger is the boss ofyour family, 
where are you today on the scale, 2) how did you choose that number, 3) what number would 
you like to get to by next group, and 4) what will you be doing differently between now and 
next group to get to that number and be the boss over anger. All of the homework tasks 
assigned by the facilitators were specific to the topic of the day. For example, in the first 
session families completed the mural demonstrating how anger pushed them around. The 
homework task assigned connected to that activity was, "Notice the times when anger does 
not push you around. What's different about those times? What are you doing differently?" 
Directly following each group session, the facilitators engaged in a debriefing, 
remaining in the group room in order to be surrounded by the work completed by the 
participants. The interplay between individual roles in the group, interactions within the 
family, and the group dynamics were then examined as part of the group process. In order to 
reach this objective, a process was observed which began to identify themes within that 
interaction and determine if there should be any changes to the structure or content. The 
debriefing was designed to highlight the process around the following areas: a) establishment 
of trust and how this is observed, b) family communication within and across family 
boundaries, c) the interaction between the group process and the group content and how this 
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influenced the dynamic, d) the sharing of exceptions and the impact, e) the role of the 
facilitators in the process, and f) the group working collaboratively to construct solutions. 
There were two noteworthy changes to the original group format. Firstly, one group 
session was rescheduled, as a number of families could not attend (two for reasons of illness 
and one due to difficulty arranging transportation). The session was not missed, however, as 
ultimately two group sessions were held in one week. Secondly, the group was initially 
designed to have parents and children work separately for a small portion of each group 
between the initial session and the closure session. After the families separated during the 
second group, the facilitators debriefed and determined that this was not assisting families in 
strengthening connections and was, in fact, moving conversation away from constructing 
solutions and moving toward being more problem-focused. As a result, the facilitators 
revised their plan and kept the parents and children together for all of the remaining sessions. 
The initial and final sessions of the group were somewhat different than the 
remainder of the group. The initial session had several purposes. First, as group members 
were not familiar with one another, there was some natural yet expected trepidation on the 
part of participants. An introductory activity was used to encourage immediate connection 
between participants. Using the "getting to know you" part of the group as a base, the goal of 
this meeting shifted to a discussion of how anger and aggression has an effect on everyone' s 
lives. Second, using an interactive whole-group activity, the facilitators began the process of 
differentiating between anger and aggression; anger being defined as a feeling and aggression 
as an action of choice. Third, this session focused on a family art activity creating murals 
depicting anger in their family. These murals are described in detail later in this report. 
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The final closure session also served several valuable purposes. It was designed as a 
celebration of the work done in and between sessions and also served to solidify the 
successes already experienced by the families. On the walls, the facilitators posted a number 
of solution-focused questions, each related to the group concepts. In response to those 
questions, participants were asked to write down what was different in their family, how they 
knew things were different and what they were now doing instead of acting out in anger. 
These successes were then reinforced through the creation of a new family mural. Families 
each chose a spokesperson and presented the murals back to the larger group and each 
success was then celebrated. Following this celebration of success, everyone sat down to a 
potluck dinner, a suggestion generated by the participants. At the end of the group, families 
completed a final evaluation and the facilitators distributed certificates to the family as a 
whole. 
The physical environment ofthe group was deliberately structured to increase the 
level of trust and comfort experienced by participants. The group took place in a large 
conference room with a table and chairs for each family. Each family was equipped with 
their own art supplies and pens and paper for making notes should they choose. Another table 
contained everyone ' s nametags, many decorated by the children. Beginning with the group 
contract, created collaboratively and signed by all present, all family and group art activities 
were placed on the walls once complete (they were removed following the session and 
replaced directly before the next meeting to protect confidentiality). Families in general, and 
children in particular, responded very positively when they saw their work in a place of 
honour on the wall. At the beginning of each session, children could be observed checking 
that their mural was posted prior to taking their seats at their family table. In addition, an 
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Anger Management Tool Kit, created by the facilitators, was posted on the wall during each 
meeting and became a focal point for the topic of the day. The Tool Kit was laminated and 
contained brightly colored tools (i.e., hammer, wrench, screwdriver, etc.). Each tool depicted 
one of the strategies presented over the course of the group. The tools themselves were 
removable and could be taken to family tables. The Tool Kit played a key role in the group 
process as it demonstrated, from the first session to the last, that families could walk away 
with the tools necessary to work against anger. 
Group Process 
Establishment ofTrust: Clinical Observations 
Fundamental to the group process is the development of a working group culture with 
common goals based on trust. Throughout the group, a number of clinical observations 
clearly spoke to the development of trust. This trust was reflected in the level and type of 
communication occurring within and across family boundaries. When beginning the group 
process, multi-family therapy or any other type of group, members typically " test the 
waters". People tend to test each other to determine the safety boundaries within the group 
and they also test the facilitators to determine if they have the knowledge to speak to their 
particular family situation. Considering the brevity of the group itself (limited to six 
sessions), considerable facilitator attention was paid to establishing a working partnership 
between group participants and leaders as quickly, efficiently, and deliberately as possible. 
While this process is by no means unique to the multi-family therapy process, the speed with 
which this step was taken was increased within this particular group format. As McFarlane 
(2002) notes, the "cross-family linkage" in the multi-family group context is often more 
"congenial to families than professional intervention, perhaps because the families in the 
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group know that the other families have had the same sorts of experiences; their supportive 
comments and suggestions come with a built-in credibility" (p. 88). 
Within the group under study, this built-in credibility could be directly observed 
through verbal interaction as well as non-verbal body language. The parents, in particular, 
sought out support from one another to strengthen their newfound knowledge that they were 
no longer alone in their struggle to control anger. This led to increased disclosures directly 
related to anger and its impact. The sense of universality was then deliberately built on by the 
facilitators who used as many opportunities as possible to highlight similarities amongst 
group members to create group cohesion. This worked to solidify the foundation of a trusting 
relationship and a group milieu that fostered hope amongst members regarding the possibility 
for change. As the group progressed, families could be observed talking across tables, 
sharing the struggles in their lives and, even, suggesting tips on buying groceries and finding 
inexpensive family activities. 
The establishment of trust had a significant impact on the facilitation role within the 
group. As the level of trust and comfort increased, the role of the facilitators decreased 
accordingly. Over time, the facilitators simply propelled the group process but adopted a co-
therapist role with participants. The role of expert was passed to the participants and the 
facilitators moved from table to table taking on a cheerleading role by highlighting strengths 
and exceptions and then playing them back to the entire group. 
Family Collaboration: The Process of Constructing Solutions 
Recognizing that it is initially difficult to verbalize anger and each person's role and 
responsibility for the level of anger in the home, a family art activity was strategically used to 
allow family members to explore the havoc anger can exact on family relationships. 
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In order to create a visual image of anger and its impact, families were asked to work 
together, within their family, to create a Family Mural. The use of the Family Mural was 
adapted from Selekman (1997) and his recommendation that families "co-construct" the 
presenting problem into some objectified beast or thing, describe it in graphic detail and 
show how it pushes all family members around. Creating a visual representation ofthe 
impact of anger is often an eye-opener (language used in group by several of the parents), 
but, interestingly, the graphic detail in the murals does not demoralize families. Instead, it 
created an atmosphere where humour and honesty were used to talk about aggressive actions 
that, in the screening, had elicited feelings of embarrassment and guilt. Parents began to see 
their actions through their child' s eyes. As Riley (1997) so effectively states, "when parents 
frequently yell, shout, threaten, or strike out physically while angry, they send a profound 
message: No one is in control. The effect this has on a child is something akin to being a 
passenger in an airplane who looks in the cockpit and finds the pilot and copilot punching 
each other out. Who's flying the plane?!" (p. 52). The family mural had particular impact on 
the parents who, likely for the first time, had a very clear picture of the impact of anger and 
their loss of control on their children. It sent a clear message that nobody 's fly ing the plane. 
The power of this visual therapeutic tool cannot be underestimated. The impact on 
families and the group as a whole is undeniable. I have used this therapeutic externalizing 
technique with individual families in therapy and have seen results. The impact within a 
multi-family therapy group, however, is much more profound and the murals are vital to 
propelling the group process. The mural is the foundation on which the remainder of the 
group is based. This tool created a sense of connection between all families and gave the 
group a clear focus in its very early stages. This activity built on the families' changing 
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definition of the problem and moved them toward the need for a family solution. Not only 
does this tool effectively shift the blame away from one individual and shift it to a battle the 
family is going to fight together against a common enemy, but also it unites families by 
demonstrating in an obvious, yet non-threatening way, that all families present share some 
common concerns. Throughout the multi-family anger management groups that I have 
facilitated, the similarities in the family murals is consistent. At times, families within the 
group agree upon the same symbol to depict anger. For example, one family depicted anger 
as a tornado catching the family up in a whirlwind and creating chaos, another drew anger as 
a black cloud with a lightening bolt through it while another depicted anger as a storm cloud, 
raining on the family home, encouraging them to feel sad and depressed (refer to Appendices 
D, E, F, G, Hand I, for the family murals completed in the initial and final group sessions). 
Some of the actions depicted on the murals included name-calling, physical altercations 
between siblings, screaming and yelling, door slamming, and crying. Families were also 
asked to include family pets on their murals as they are also living in the climate of anger. 
Throughout the group, this mural was added to and ultimately included the primary emotions 
families were experiencing (with anger considered a secondary emotion that typically begins 
with a different feeling such as hurt or frustration) and individual pictures showing each 
person's physical manifestation of anger. 
Mid-way through this group, a problem-solving model was introduced. This was 
viewed as a flexible rather than absolute tool that families could add to their anger 
management Tool Kit. As research strongly suggests that there are consistent deficiencies in 
the types of solutions that aggressive children produce (Lachman, Lampron, & Rabiner, 
1989), and previous group experience demonstrates the need for a problem solving 
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component, a standard problem-solving plan was introduced and adapted from Goldstein 
(1999). At first glance, the problem-solving component appears to be antithetical to the 
solution-focused approach of constructing solutions. The facilitators, however, explained 
this tool in the context of the family as the problem-solving experts and asked them to draw 
on previous success at solving problems. In reality, then, this tool armed families with the 
knowledge of how it has worked before and how they act differently as a result. Selekman 
(1997) gives support to the inclusion of problem-solving in solution-focused therapy with 
children when he disagrees with the assertion that "therapists should avoid at all costs 
engaging in 'problem talk ' (Berg & de Shazer, 1991) with their clients" (p. 15). He asserts 
that finding the right client problem is equal to finding the right solution for solving it. 
Within this group and previous groups I have facilitated, the content and structure of the 
problem-solving session had a noticeable impact on the group process. This may be due, in 
part, to the interactive nature of the presentation of the model and to the cross-family 
linkages that are made as a result. 
This problem-solving portion of the group was highly interactive and had a high 
degree of family and facilitator involvement. Families were encouraged to offer their 
thoughts and ideas and facilitators highlighted the creativity in each family ' s approach to 
solving problems. By respecting different approaches, families were afforded an opportunity 
to notice their own strengths while, at the same time, hear the ideas of others. In a deliberate 
yet non-intrusive manner, the facilitators reminded participants that they were the experts on 
their family ' s reality and encouraged them to consider strategies offered by other family 
experts. The families could then incorporate these strategies into their family structure. 
McFarlane, Gingerich, Deakins, Dunne, Horen, and Newmark (2002) view the presence of 
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these different strategies as one ofthe "principal currencies" ofthe multi-family group 
approach and consider the "diversity of ideas as the cornerstone of the success of problem 
solving" in this milieu (p. 132). 
The presentation of the problem-solving model, combined with the completion ofthe 
family mural, completed the shift in how the anger problem was defined. People tend to 
become overwhelmed by the magnitude of the "problem" and, as Metcalf (1998) argues, 
"their beliefs seem to center around the need for a problem to be totally solved in order for 
their life to progress" (p. 20). This all or nothing belief was observable in session and 
participants often began by asserting "yes ... but" to comments coming from the facilitators. 
At this point in the group, the facilitators reinforced the small steps that families had already 
taken toward their goal of managing anger and reducing aggression in the home. This 
approach was successful as the all or nothing belief quickly changed. Problems now 
appeared partially solved and, thus, no longer insurmountable. Reinforcing small steps, and 
celebrating individual and family success, lends itself particularly well to the focus on 
exceptions in solution-focused therapy. The impact of verbalizing these exceptions is even 
more powerful in the multi-family group setting as many people have an opportunity to hear, 
observe, and celebrate each participant's success. 
The problem-solving component also served another unexpected purpose in this 
group. As noted earlier, there was a group session for which only one family attended. The 
family that arrived chose to wait to discuss group options with the other families the 
following week. The whole group at the following session opted to make up the session and 
have two meetings in one week. The facilitators had offered to extend the group by one week 
but as one parent had rescheduled her work in order to have only the six consecutive 
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Wednesdays off, this option was not feasible. Interestingly, the way in which the families 
discussed their options, as owners of the group process, spoke to the power of the multi-
family therapy approach. There were no recriminations about missing the session and 
participants in general, and parents in particular, appeared to understand the stressors each of 
them were facing. Watching the participants working together using the problem-solving 
model (based on one child' s recommendation) was a strong testament to the connection and 
trust that had already formed in the group. It spoke clearly to their commitment not to miss 
any of group sessions. They preferred to meet the challenge of coordinating their entire 
families to attend twice in the same week and were commended for that choice. The need to 
reschedule the session also speaks to one of the inherent facilitator challenges in multi-family 
therapy groups that are inclusive of the family. If one family member is unable to attend, then 
no one attends, as the parent in the group is also typically the primary caregiver. This has a 
strong impact on process, as the power of the group is somewhat dependent on attendance. 
Solution-Focused Approach: Impact on Process and Outcome 
This group is explicitly designed to allow for construction of family specific 
solutions. A number of solution-focused techniques were utilized including the on-going use 
of scaling questions, presuppositional questioning, exception seeking, a variation on the 
thinking break, and the assignment of homework tasks. Within this group, the basic 
assumptions of the solution-focused approach guide the facilitation of the group and the style 
of questioning used to constantly work to create "exceptions". The design and structure of 
the group incorporated some cognitive-behavioural as well as narrative therapy techniques 
with solution-focused theory at the forefront. The use of the narrative therapy technique of 
extemalization is not antithetical to the solution-focused approach and is regularly cited in 
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the literature descriptions of solution-focused work. Selekman (1997; 1993) notes that 
Michael White and David Epston' s Narrative Therapy approach fits well with Solution-
Focused Therapy (p. 19) and this assertion is supported by Metcalf (1998), by Berg (1994), 
and by O'Connell (1998). This amalgamation of therapeutic interventions is also consistent 
with research on solution-focused therapy with children. For example, Selekman ( 1997) 
argues that an "integrative and flexible solution-focused therapy approach should be the 
model of choice for working with children and their families" (p. 1). The approach, however, 
must be expanded and therapeutically flexible (p. 13). I agree with this assertion and view 
"therapeutic flexibility" as vital to the efficacy and client satisfaction within this group. 
The generation of exceptions - times when the problem is not happening - represented 
one of the most powerful solution-focused strategies used within this group. Eliciting and 
constructing exceptions is a collaborative effort between the facilitators and participants and 
was invaluable in breaking down the problem into smaller pieces. This created a belief that 
the problem was no longer insurmountable but, rather, could be solved and, in fact, was 
already being solved. The use of exceptions was a powerful tool in the group process within 
and across family boundaries. In individual or family therapy, exceptions are co-created 
between the family and the clinician. In the multi-family therapy group, other families offer 
additional insight through their participation and the power of exception seeking is clearly 
magnified. What makes the use of exception seeking such a powerful tool in the multi-family 
therapy context is the availability of an audience to hear, observe and applaud those 
exceptional times. Numerous times during the group, families actually did clap and cheer on 
other participants. The reaction of family members to this cheerleading almost defies 
description. There was an observable change in facial expression and children who had been 
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less involved were now smiling and volunteering to speak in front of the group. Body 
language changed as parents sat up in their seats to take pride and interest in their children' s 
accomplishments. By the third session, we could directly observe participants using solution-
focused language when they reported back to the group on their weekly homework tasks. For 
example, one parent began their feedback by sharing, "well ... I noticed that when I reacted 
differently, he did not stay as angry" (italics added). 
Walter and Peller (1992), when discussing the solution focused assumption that small 
change is generative, and that "small changing leads to larger changing", argue that this 
assumption means that problems are "only as big as our definition of them" and that 
definition "defines our experience and the size of the problem" (pp. 18-19). The problem, 
however, remains big and the solution also seems big until one can create a space where the 
family can discuss anger without recrimination, blame, or guilt. The group was specifically 
designed to provide this "space" and exception seeking was a vital tool in the creation of this 
space. Gardner, Sonuga-Barke, and Sayal (cited in Snyder, Stoolmiller, Wilson, & 
Yamamoto, 2003) indicate that proactive disciplinary strategies that redirect challenging 
child behaviours without parental anger (emphasis added) or direct control are associated 
with reduced risk for child behaviour problems. Addressing a child' s anger without parental 
anger is a key to the group and a fundamental aspect of how the group works. 
The miracle question, advocated in the formulaic literature on solution-focused 
therapy, was not used within this group. Instead, I used "presuppositional questions" which 
are similar to the miracle question and I believe more clinically effective with children. 
Selekman (1997) agrees with this assertion and notes that "miracles" and "goals" are abstract 
concepts often too difficult for children to grasp. Presuppositional questioning can be used to 
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elicit the family ' s treatment outcome goals and to help to "co-create a context for change 
with the family" (Selekman, 1997, pp. 60-61 ). One example of a presuppositional question 
suggested by Selekman (1997) that I find particularly useful is to use the imagined video 
strategy. Families are asked to imagine watching themselves on videotape when they have 
control over the anger problem and are then asked to describe what they see. Families 
describe not only what is different but also what they are doing instead of acting out in anger. 
Solution-focused therapists often advocate for a "thinking break" where the clinicians 
take a break toward the end of the session and organize their reflections in order to feed their 
thoughts back to the clients. Berg and Steiner (2003) suggest an outline for providing that 
feedback. They recommend that the feedback consists of three stages 1) a "compliment" that 
is used to point out positive observations 2) a "bridging statement" used to increase solutions 
by making sense of their ideas, and 3) "suggestions for tasks" which is an assignment of 
work (pp. 28-29). While the think break was used somewhat informally at the end of each 
group session, it was not done formally until the end of the group process. The thinking break 
was incorporated into the group by way of an overview of each family's participation in the 
group in the form of a letter following the completion of the group. The letter included all of 
the aspects of a thinking break, including compliments highlighting observed changes in 
individual participants and family interactions, noticing creative solutions generated by the 
family and making suggestions for tasks they could each continue both individually and as a 
family. The letter was deliberately done following the completion of the group and a time of 
reflection by the facilitators . It is worth mentioning that I was contacted by one of the parents 
after receiving the letter. She shared her gratitude for the group experience, the letter (which 
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her child had kept) and, at her son' s request, reminded me how important it was to him that 
his family mural be returned after completion of this report. 
Weekly and Final Evaluations 
The use of scaling questions is a key technique used to evaluate the progress of 
families within the confines of this group. The scales "lend themselves well to outcome 
research" (Letham, 2002, p. 191) and were used throughout the group, beginning at the group 
screening, weekly solution notes and, finally, through completion of the final group 
evaluation. As a result, the scaling questions allowed for pre, mid, and post measures of 
anger control within families. Of the families that attended all six group sessions, all reported 
significant changes over the course ofthe group. Between screening and closure, one family 
moved from 3.5/10 to 8/10, one moved from 2/10 to 7.5110 and the final family reported a 
change from 3.5110 to 8/10. All families also reported significant increases in motivation to 
maintain the changes they had made and identified what tools were working well for them. 
When asked how managing anger helps to control aggression in their family, 
participants spoke of a variety of ways that they had used the tools within the group. They 
spoke of not getting angry as often and having more control when they did. One parent noted 
that "what will be different [now] is a calmer, saner mom". What was particularly poignant, 
in the client feedback on the group content, were the repeated comments about what families 
were now doing with their time, compared to before the group. All families that completed 
the group shared that they were now spending more time together as a family and that these 
were times when anger was not around. They spoke of family fun nights that they never 
would have done together prior to the group. As a result, it appears that the group itself 
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provided the most powerful exception. The group became an event that the families could 
experience outside of the problem context, a family time when the problem was absent. 
In addition to the scaling questions, participants were also asked to provide feedback 
on the role of group facilitators and the role of other group participants. Participants were 
asked: "How did the facilitators help you move up the scale and take more control over 
anger?" Responses were all very positive and spoke to an appreciation for the facilitator's 
"patience", "understanding", "humour", and "encouragement". One participant noted that 
they "talked to us not at us". These comments suggest that the facilitator technique and 
hopeful attitude toward the group played an important role in the group process. Equally as 
vital, if not more so, is the role of other families . 
When asked to provide feedback on "how other participants helped your family move 
up the scale and become the Boss of Anger", the responses spoke very clearly to the power of 
the multi-family therapy group. Families shared that other participants helped them by 
"hearing others come up with different ideas", "listening to a story of anger between one 
single mother and her son hit home with me [about] the way I was when I was single with 
my daughter. I almost cried. It helped me to take a good look at myself', and "I particularly 
admired how determined the other kids were and it was amazing to watch them". 
Finally, while not a formal evaluative tool, the second family murals gave the 
families, particularly the children, an opportunity to express their feelings about the group 
and about the changes in their family. Now the murals included love and sunshine instead of 
thunderclouds and tornadoes. One mural now had a heart signifying that "now we are more 
like a family instead of four strangers living together". Another mural was now bathed in 
sunshine and full of "positive feeling bubbles" and cooperation. The efficacy and supportive 
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nature of the group process itself was well described by one of its participants. At the final 
session, one child expressed sympathy for those who could not finish the group and thought 
they should feel sad that they "missed out" and "didn' t get to learn as much as we did". 
Conclusions 
A combination of~ review of the literature and my clinical practice makes it evident 
to me that intervention must be comprehensive and inclusive of the child and their family. 
This Multi-Family Anger Management Group study provides new information about one 
such strategy and arms the clinician with a previously unexplored option for working with 
children presenting with aggressive behaviors. The findings from this examination can also 
be applied to others in different clinical settings, as it is an evaluation of actual clinical 
practice. Kazdin (2003) highlights some of the differences between how therapy is studied 
and how it is implemented in clinical practice. These differences are used here as the 
foundation from which to show the clinical significance of this project. 
First, Kazdin (2003) notes that children in the majority of therapy studies are 
recruited rather than clinically referred and tend to have less severe, less chronic, and fewer 
comorbid conditions, less family dysfunction, and more disadvantaged environments. The 
participants in this group were referred not recruited. The participants had a myriad of 
challenges and were representative of the clinical population with whom I work. Second, 
Kazdin argues that the treatment studies in research often depart from those treatments most 
commonly practiced in clinical work. This study describes an approach that I use in practice 
and was not created or changed to fit the research. The possibility of finding and evaluating 
the ideal group is neither a luxury I find available to me, nor do I believe it is beneficial to 
clients in outpatient clinical settings. The group was not a therapeutic intervention tried as a 
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hopeful experiment nor designed specifically to fit the research mold. It was developed out of 
sound clinical observations and practice analysis and supported by the abundance of research 
describing the benefits of group therapy. The inclusion of a solution-focused approach was 
also the result of increased training, research and direct clinical observation. Finally, Kazdin 
argues that, in research, therapy is often delivered in "pure" form rather than as the "eclectic 
or combined treatments commonly used in clinical practice" (p. 263). This study is an 
evaluation of the actual administration of the group and does represent a more eclectic use of 
approaches. It is not "pure" formulaic solution-focused practice but is an amalgamation of 
approaches with solution focused therapy at the forefront. 
This report is deliberately descriptive in nature in an attempt to capture the unique 
process of a solution-focused multi-family therapy group. The process within the group was 
so dynamic, however, that fully capturing the process was extremely challenging. The active 
language provided by the solution-focused approach is a good fit with this multi-family 
therapy group as the group is so active in nature. The approach was also helpful in describing 
and analyzing the process. 
The results show a clear level of group satisfaction as noted on the scaling questions 
used from the group screening, at each weekly session and again at the time of group closure. 
These results are augmented by the client feedback, both during the group process and as part 
of the formal group evaluation fom1 completed by each family. The verbal and non-verbal 
interactions within families showed an increase in communication and the inter-family 
discussions showed the power of group work in general and the multi-family therapy group 
in particular. I believe that the curative factors inherent within group therapy are amplified by 
the presence of multiple families in the group milieu. Solution-focused approaches further 
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·enhance the process and allow, within and across family boundaries, the emergence of a 
collaborative effort to construct solutions to fight the anger problem. From a research and 
facilitator perspective, one of the most striking aspects ofthe group is the difference in the 
role and prominence of the facilitator in the process. As a facilitator, I no longer felt like the 
hardest working member in the group and I no longer felt that I had ownership over the 
group process. From a clinical standpoint, I find this to be a strong testament to both the 
multi-family therapy group modality and to the power of the solution-focused approach. 
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CHAPTER FIVE 
Limitations and Proposals for Future Research 
This study was limited by its small sample size and the fact that it was an analysis of 
one Multi-Family Anger Management group with one common presenting concern. The case 
study is written from my clinical perspective, supplemented with my prior clinical 
knowledge of facilitating similar groups, even though I worked alongside a co-facilitator who 
assisted in the ongoing evaluation ofthe group process. For these reasons, this study cannot 
be clearly generalizable across populations. I have, however, observed similar results in 
previous groups I have facilitated. I would argue that this group project provides adequate 
descriptive analysis to encourage other clinical social workers or mental health clinicians to 
attempt to replicate the process and add to their clinical knowledge base. 
I also think that this study was limited by the completion rate of group participants. In 
previous groups, I have documented a much higher completion rate. Again, conducting 
research is unpredictable. This limitation, however, should be considered when creating 
another group similar to the one under study in this report. Two of the families who did not 
complete this group did so for legitimate reasons. First, one parent gained full-time 
employment directly following the group and shared that employment was the only thing that 
would have stopped him from continuing. Another family was unable to complete due to 
transportation difficulties; in order to attend they needed to take two car trips as their family 
was too large to travel together and they described their vehicle as unreliable. The fact that 
this family finished forty percent of the group sessions is a testament to their commitment. 
These reasons for some families not completing suggest that some external factors influence 
this type of group modality. Perhaps future groups could address these external influences. 
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This might be accomplished by providing transportation to families where lack of 
transportation is a barrier to attendance. 
The group took place after school hours and prior to the typical dinnertime for a 
family. This time was chosen, based on feedback from families participating in previous 
groups and facilitator input but, this time selection excluded parents working outside the 
home due to a time conflict with their paid employment. Perhaps the time that the group is 
offered should be revisited and one could consider offering two groups: one offered directly 
after school for those families with very young children and one offered in the early evening 
for those families with older children. For two parent households, this may also encourage an 
increase in participation from two caregivers. I would also strongly suggest an inclusion of 
the perspective of school personnel to determine if children are generalizing their behaviour 
changes beyond the scope ofthe family. 
Future research could use simultaneous groups that allow for a comparative analysis 
to make the study more generalizable. The use of consecutive case studies is one 
recommendation in the literature that I believe would be useful both from a clinical and 
research perspective. Another possibility may be to do a comparison group study, contrasting 
two different types of clinical intervention, both using the multi-family group approach. I do 
not, however, advocate for the use of a control group as I do not believe this is feasible but 
also consider it ethically questionable considering the extensive wait-list of families seeking 
treatment. 
I strongly support the use of the multi-family group modality. The group format itself 
could be used with a myriad of presenting concerns and has endless possibilities within the 
mental health setting. I also see the potential for extending the group process to include 
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monthly multi-family check-in sessions to encourage and sustain the changes already made 
by participating families. This continued contact might also provide, from a research 
perspective, more longitudinal outcome data to demonstrate efficacy of the group process 
over time. 
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Research Ethics Board , 
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597 Douglas Street 
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Date: 
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Glenn Schmidt 
Social Work Program 
Alex Michalos, Chair, 
Research Ethics Board 
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2003.0528.051 
Multi-Family Group Therapy: A Solution-Focused Approach to 
Managing Anger within Families 
Thank you for submitting the above noted proposal to the UNBC Research Ethics 
Board. Your proposal has been approved pending minor modifications. Please . 
indicate on the consent form who will have access to the data, and note in very specific 
terms that only those family members who wish to participate will be included in the 
research. 
Once these minor modifications are incorporated, you may proceed with your research. 
{l.£1.{ /}~( "-'~v (____ 
Alex Michalos, Chair 
Research Ethics Board 
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MASTER OF SOCIAL WORK PROJECT INFORMATION SHEET AND CONSENT 
FORM 
This information sheet and consent form has been developed for two reasons. First, 
to provide you with an understanding of the project I am working on for completion of 
my Master of Social Work Degree at the University of Northern British Columbia and, 
second, to explain your potential role in the project should you choose to participate. 
I will be filling the dual role of researcher and group facilitator for the purposes of this 
project. 
Researcher: 
Supervisor: 
Project Title: 
Catherine Weilmeier, Master of Social Work student 
597 Douglas Street 
Prince George, B.C. V2M 2M5 
(250) 563-0535 
e-mail: weilmeier@shaw.ca 
Glen Schmidt, Social Work Professor (Chair of the Social Work 
Department) 
University of Northern British Columbia 
3333 University Way 
Prince George, B.C. V2N 4Z9 
(250) 960-6519 
Multi-Family Group Therapy: A Solution-Focused Approach to 
Managing Anger within Families. 
PART 1: INFORMATION ABOUT THE PROJECT 
Purpose: The purpose of this project is to examine the development of a multi-
family therapy group to deal with anger and aggression and to explore the group 
process using a solution-focused approach to treatment. Based on the experiences 
in the group, a report will be written discussing the group process and 
recommendations made to enhance future groups. The project will examine the 
Family Anger Management group from July 2003 to August 2003. 
Anonymity and Confidentiality: The project will focus on the process within the 
group and within participating families. Family and individual identities will be kept 
private and a code will be used for the purpose of tracking this process. In this way, 
the anonymity and confidentiality of group participants is protected . All identifying 
information will remain part of the permanent clinical record stored in a locked file 
room within the agency. Non-identifying information used to evaluate this group will 
be collected within a journal and destroyed after full completion of the Master of 
Social Work project. This group is considered part of the regular therapeutic services 
offered at the agency and all limits to confidentiality, detailed within the agency 
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consent for treatment signed prior to beginning counselling, still apply within the 
context of this project. 
Voluntary Participation: The researcher will also be one of the group facilitators 
and, as such, will be fulfilling a dual role. You have been identified for possible 
participation in this project through the standard group referral process within the 
agency. 
Participation in this project is voluntary and you may choose not to be involved. If 
you choose not to participate, you will be offered another equivalent therapeutic 
option within the agency. If you choose not to participate in this group as it is being 
evaluated for a research project but would still like to participate in a Family Anger 
Management Group, you will be offered a place in the next available group. 
Risks and Benefits: I hope that this report will be beneficial, as it will provide 
information and analysis that may be helpful in enhancing the clinical group therapy 
provided to participants in future groups. The group itself has the potential to directly 
benefit your family as it provides strategies for the reduction of aggression and anger 
and allows your family an opportunity to work together toward solutions. This group 
may also be difficult for your family in that it addresses the complex topic of anger 
within families and, as such, there is a risk that may bring up issues that will need to 
be addressed within the therapeutic process and the agency's limits to 
confidentiality. 
PART 2: INFORMED CONSENT 
I understand that this project involves an analysis of 
and written report about the process involved in the 
Family Anger Management group and may include 
pictures of artwork (with no identifying information) ................. Yes No 
I have read and received a copy of the attached 
information sheet. ... .............. ..................................... .. .... . Yes No 
I understand the benefits and risks involved in 
participation in this project .............................................. .. . Yes No 
I have been given an opportunity to ask questions 
about the project .. . ........ . .......... .. .. . ..... ........... ................. . Yes No 
I understand that I am free to refuse to participate 
in this project ...................... .... .... .... ........ .. ...................... Yes No 
I have had confidentially and anonymity 
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explained to me (including the agency limits 
to confidentiality) ...... ..... . ...... .............. . ... .. ........ ....... ......... Yes No 
Any complaints about the project should be directed to the Vice President, 
Research, 960-5820. 
This project was explained to me by: ______ _________ _ 
I agree to participate in this project as explained above. 
(participant signature - child/youth) (date) (witness) 
(participant signature- child/youth) (date) (witness) 
(participant signature- child/youth) (date) (witness) 
(participant signature- child I youth) (date) (witness) 
(participant signature - legal guardian) (date) (witness) 
I believe that the people signing this form understand the project and voluntarily 
agree to participate. 
(researcher I group facilitator) (date) 
Thank you for your contribution to this project. Copy to participants. 
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May 22,2003 
Research Ethics Board 
University of Northern British Columbl.a ' 
3333 University Way . 
Prip.ce George, B.C. 
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To Whom it May Coricem; · 
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·.This letter is regarding Catherine W eilnieter' s request to utilize the r~sources at futersect · 
Youth & F_amily Services,Society for completion of her Ma.ster of Social Work project. 
Catherin~ has administrative and clinical approval to conduct researGh within this agency. 
We will ensure that appropriate consent forms are completed,' anonymity is protected 
within the project, and that"any identifying material remains a part of the confidential 
client record and, thus, is collected and stored in a locked file room. Ethical standards of 
practice are an expectation, and we q.sk that Catherine continue to comply.with the: 
.policies andpro~edures ofthe agency. . . 
If you require further information regarding Intersect Youth ·& Family Service~ Society, 
. <;>r have any questions regarding approval for Catberine's project, please feel free to 
·contact myselfq.t (250) 562-6639. · · 
~iri.cerely, 
Deborah Pawar, M. Ed, R.C.C. 
Cliriical Dir~ctor 
Cc: · Catherine Weilmeier . 
Rob Rail, Executive Director, Intersect Youth & Family Services· So~iety 
. ·, . 
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Appendix D 
Family Number One 
Initial Session: Anger Has Control Over The Family 
Multi-Family Anger Management 92 
A 
Multi-Family Anger Management 93 
Appendix E 
Family Number One 
Final Session: The Family Has Control Over Anger 
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Appendix F 
Family Number Two 
Initial Session: Anger Has Control Over the Family 
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Family Number Two 
Final Session: The Family Has Control Over Anger 
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Appendix H 
Family Number Three 
Initial Session: Anger Has Control Over The Family 
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Family Number Three 
Final Session: The Family Has Control Over Anger 
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